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INFANTS AT RISK: IS THE FEDERAL GOVERN- 
MENT ASSURING PRENATAL CARE FOR POOR 
WOMEN? 



WEDNESDAY, SEPTEMBER 30, 1987 

House of Representatives, 

Human Resources and 
Intergovernmental Relations Subcommittee 
of the commirree on government operations, 

Washington, DC, 

The subcommittee met, pursuant to notice, at 9.37 a.m., in room 
2154, Raybum House Office Building, Hon. Ted Weiss (chairman of 
the subcommittee) presiding. 

Present: Representatives Ted Weiss, Nancy Pelosi, and Jim 
Lightfoot. 

Also present: James R. Gottlieb, staff director; Diana M. Zucker- 
man, professional staff member; Gwendolyn S. McFadden, secre- 
tary; and Mary Vihstadt, minority professional staff. Committee on 
Government Operations. 

OPENING STATEMENT OP CHAIRMAN WEISS 

Mr. Weiss. Good morning. The iriuman Resources and Intergov- 
ernmental Relations Subcommittee is now in session. 

Every year, approximatelv 40,000 infants born in the United 
States die before their first birthday. This represents more than 1 
percent of all babies bom in our country. Many of these deaths 
could have been prevented if their mothers had received adequate 
prenatal care. Today's hearing will examine the Federal programs 
that support health care during pregnancy to determine how they 
could do more to ensure the health and survival of our Nation's 
children. 

In 1980, only approximatelv 80 percent of white women and 60 
percent of minority women obtained health care during their first 
trimester of pregnancy. The U.S. Surgeon General set a goal that 
by 1990, 90 percent of all pregnant women in the United States, 
regardless of race, would obtain prenatal care during the first tri- 
mester of pregnancy. 

What progress has been made since then? As of 1985, the latest 
statistics available, the numbers are almost identical to 1980. Only 
approximately 80 percent of white women and only 60 percent of 
minority women receive prenatal care during the first 3 months of 
pregnancy. There have been very small improvements for white 
women, Hispanic women and Native Americans, but the situation 
has deteriorated slightly for black women. 

(1) 
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Since prenatal care is the single most important factor prevent- 
ing infant mortality, it is not surprising that our country's progress 
regarding infant mortaUty has also come to a virtual halt. The ter- 
rible truth is that infant mortality may even be increasing in the 
United States. Meanwhile, other countries have continued to suc- 
cessfully fight infant mortality. In the 1950's, the United States 
was sixth among 20 industricUized nations in infant mortality. Now 
the United States is tied for last place among the same 20 industri- 
alized nations. 

The purpose of today's hearing is to examine why the United 
States, which has the greatest health care available in the world 
for some people, has unsuccessfully struggled against a national 
tragedy of 40,000 infants dying every year. 

The findings of two major studies of pregnant women will be re- 
leased for the first time at our hearing today. One study, conducted 
by the General Accounting Office at my request, interviewed unin- 
sured and Medicaid-eligible women across the United States and 
found that almost two-thirds did not receive adequate nrenatal 
care. A second study of women in 10 States, conducted by Dr. 
Charles Johnson, found that a surprisingly large number of poor 
women have no insurance or Medicaid coverage to pay for health 
care during pr^ancy. These are very important studies, and I 
look forward to hearing about them from our distinguished wit- 
nesses this morning. 

I also look forward to hearing from our distinguished panelists 
representing the Institute of Medicine, the National Council of 
Negro Women, the Children's Defense Fund, and the State of Mas- 
sachusetts. They will discuss the cost-effectiveness of prenatal care 
programs and their experiences with such programs, many of 
which receive Federal funds. 

Our administration witnesses will discuss the Federal programs 
that are designed to help pregnant women, focusing on Medicaid 
and the Maternal and Child Health Services block grant. 

Perhaps most important, we will hear the personal experiences 
of women who have themselves had difficulty in obtaining prenatal 
care. 

Our hearing will attempt to answer the following questions: (1) 
Why has no progress been made in improving access to prenatal 
care and preventing infant mortality since 1980; (2) will the recent 
changes in the Medicaid program help improve this situation by 
1990; and (3) is the Maternal and Child Health Services block grant 
adequatelv funded to provide essential prenatal services? 

I am pleased to note that we have a number of our members 
with us, and as the day goes on, because of business on the floor, I 
am sure that we will be joined by other members and others will 
have to leave, depending on schedules. 

At this time, I am pleased to yield to our distinguished ranking 
member, Mr. Lightfoot. 

Mr. Lightfoot. Thank you, Mr. Chairman. 

I would like to commend you for calling this hearing to examine 
access to prenatal care among the uninsured and Medicaid-eligible 
women. I think it is an important topic given the role adequate 
prenatal care plays in helping to prevent low birthweight babies 
and infant mortality. 
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Although infant mortality rates continue to decline in this coun- 
try, several disturbing trends are evident. You mentioned this ear- 
lier. For example, we no longer have the large decreases in infant 
mortality rates that v/e eiyoyed in past years. And in some cases, 
rates are actually increasing among certain segments of the popu- 
lation and certain regions of the country. 

Medicaid expansions and increased appropriations for the Mater- 
nal and Child Health block grant are two efforts which should help 
make sure that pregnant women have access to prenatal care serv- 
ices. However, increased Federal spending for programs is not nec- 
essarily the entire answer to the problem. Examination of the bar- 
riers to receiving prenatal care among poor and uninsured women 
and methods to overcome these obstacles are most important. 

Furthermore, coordination among Federal, State, local, and pri- 
vate sector programs is essential if we are to provide the best and 
the most complete services to at-risk women. 

Testimony from today's witnesses should provide us with some 
insight into whether Medicaid-eligible and uninsured women have 
access to prenatal care services. I look forward to hearing this testi- 
mony and any recommendations that the witnesses might have for 
us. 

And thank you, Mr. Chairman, for calling this very important 
hearing. 

Mr. Weiss. Thank you very much, Mr. Lightfoot. 

We are pleased to announce that today for the first time Ms. 
Pelosi is an official member of this subcommittee. We welcome you 
and are pleased to call on you for your opening comments. 

Ms. Pelosi. Thank you, Mr. Chairman, 

I, too, want to join our colleague, Mr. Lightfoot, in congratulating 
and commending you for calling this hearing. I endorse what both 
of you have said, of course, and ask unanimous consent that an ex- 
tension of my remarks be placed in the record, 

Mr. Weiss. Without objection. 

Ms. Pelosi. Thank you, Mr. Chairman. 

[The opening statement of Ms. Pelosi follows:] 
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COVUMMfNT OmuTlONt 



Soptonber 30, 1987 



Congressional Oversight Hearing By the 
Human Resources and Intergovernmental Relations Subcommittee 

Statement of the Honorable Nancy Pelosi on 
Prenatal Cnre for Poor Pregnant Women 



THANK YOU MR. CHAIRMAN, I AM PLEASED TO PARTICIPATE IN THIS 
HEARING TODAY AS A MEMBER FORMALLY NAMED TO THIS IMPORTANT 
SUBCOMMITTEE. 

I LOOK FORfc'ARD TO HEARING THE GENERAL ACCOUNTING OFFICE'S REPORT 
ON THE USE OF PRENATAL CARE BY MEDICAID RECIPIENTS AND UNINSURED 
WOMEN. 

I FIND THE PERCENTAGE OF ANNUAL INFANT DEATHS IN THIS COUNTRY 
FRIGHTENING. WHAT MAKES THE PERCENTAGE EVEN MORE ALARM*NG IS 
THAT MANY OF THE DEATHS COULD HAVE BEEN PREVENTED BY PRENATAL 
CARE. 

THE OPPORTUNITY FOR PROPER PRENATAL HEALTH CARE AND EDUCATION 
SHOULD BE AVAILABLE FOR ALL, NOT ONLY FOR THOSE WHO ARE FORTUNATE 
ENOUGH TO HAVE AN INCOME TO PAY FOR IT. PROVIDING GOOD PRENATAL 
CARE AND EDUCATION ARE COST-EFFECTIVE MEASURES. IF WE CAN ENSURE 
THAT INFANTS ARE, GIVEN THE STRONGEST POSSIBLE START IN LIFE, OUR 
SOCIfiTY WILL BENEFIT AS THOSE INFANTS GROW UP. SURELY GIVEN 
FEDERAL PROGRAMS SUCH AS MEDICAID AND MATERNAL AMD CHILD HEAI ^ 
SERVICES BLOCK GRANTS, SOMETHING CAN BE DONE TO RECTIFY THE 
TRAGIC PROBLEM OF POOR WOMEN WHO REQUIRE MEDICAL CARE BEFORE 
THEIR BABY IS BORN. 

I HOPE THE GAO»S REPORT AND TESTIMONY FROM WITNESSES TODAY WILL 
DIRECT US TO SOLUTIONS TO THIS NATIONAL PROBLEM. 
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Ms. Pelosi. I do want to say that as the mother of five children, I 
can speak firsthand on this subject. Ajid I believe that this is not 
only the right thing for us to do, it Ls also the most cost-effective 
measure we can take in providing for the future of these children. 

So, I look forward to the hearing today and again thank you as a 
mother for calling it. 

Mr. Weiss. Thank you very much, Ms. Pelosi. 

As is the custom of the Government Operations Committee, all of 
our witnesses will be sworn in. From time to time during the hear- 
ing, we will be inserting into the record, without objection, docu- 
ments relevant to this hearing. 

Before we begin, let me say to all he witnesses who will be ap- 
pearing that the full text of all their statements will appear in the 
hearing record, but because of the long list of witnesses today, we 
are asking all of the witnesses to summarize testimony in about 5 
minutes. 

There will be time for questions after each panel's presentation. 
We will also be conforming to the 5-minute rule for questions by 
each member of the subcommittee during the first three panels, 
and this will insure that the administration witnesses will have 
adequate time to testify also. 

Before we begin with our first panel, I would like to enter into 
the record, without objection, a statement from the Honorable 
Lawtcn Chiles. Senator Chiles is the distinguished Chairman of the 
National Commissio ; to Prevent Infant Mortality. I strongly sup- 
port their efforts and am very pleased that he has taken the oppor- 
tunity to share his concerns with us. 

[The prepared statement of Mr. Chiles follows:] 
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^nitonnl CUommtftston to {irtdrnt ^nfant ^otittlH}^ 
SHticr BulWtnj • Room 2006 
330 C Street. S.W. « Wathlnston. D.C 20201 
202-472-1364 



STATEMENT OF SENATOR LAWTON CHILES 



Mr* Chairman and members of the Subcommittee, as Chairman of the 
National Commission to Prevent Infant Mortality, I appreciate the 
opportunity to share with you today my concerns and hopes for a 
most important and yet so vulnerable group of Americans, tiny 
infants. 

With the establishment of the Commission on July 1 of this 
year. Congress has for the first time given focused and serious 
attention to the issues of infant health. The Commission has been 
charged with putting together a national plan for reducing infant 
mortality in the United States, and our report to Congress and 
the President is due within one year. 

As Cl irman of the Commission, I am joined by 3 other Members 
of Congress: the Commission's Vice Chairman, Representative J. 
Roy Rowland, Representative Tom Tauke, and Senator JJave 
ourenberger. Other members of the Commission include Dr. Otis 
Bowen, Secretary of Health and Human Services, Mr. Charles 
Boweher, Comptroller General of the United States, Governor James 
Thompson of Ilinois and other state government officials, plus 
maternal and child health experts* 

Mr. Chairman, although our infant mortality rate has markedly 
improved over the past few decades, that progress has come to a 
virtual standstill in recent years. Today, nearly 11 out of 
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teenagers - the very individuals who are at the highest risk of 
havinc; a low birth weight baby* • 

While we don*t have all the answers about why babies die, we do 
know enough to prevent a substantial number of these deaths* 
Solutions involve both health and social strategies, filling in 
the gaps in existing programs and services for pregnant women and 
infants, and finding t.ays to better coordinate and organize Lhese 
programs and servic^.^s* But to turn this knowledge into reality, 
we first need the societal commitment and political will to make 
it all work* Government can*t do it alone, nor can the private 
sector* The National Commission to Prevent Infant Mortality will 
be holding public hearings and meetings across the country to 
bring the problems and also the solutions to the attention of 
public policymakers and private sector leaders* 

It is time for action, Mr* Chairman* We all have a stake in 
this and an important role to play< Our children are our future* 
I thank you again for this opportunity to share my thoughts with 
you* 
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Mr. Weiss. Let me now welcome our first-panel of witnesses and 
ask them to come to the witness table as I call their names. They 
are Denise Ferrell from Washington, DC; Sherrilyn Longacker 
from Nassau, NY; Dr. Dorothy Height of the National Council of 
Negro Women was scheduled to testify, but she is ill today and Ms. 
Bass will represent that agency; and Dana Hughes, senior health 
specialist from the Children's Defense Fund. 

Will you take your positions behind the chairs where your name- 
plates are located. 

Would you all stand? Raise your right hands. 

Do you affirm that the testimony you are about to give will be 
the truth, the whole truth, and nothing but the truth? 

Let the record indicate that each of the witnesses has answered 
in the affirmative. 

Now, let me tell you also that we have a new sound system 
which is supposed to make things better and easier. However, there 
IS always a period of adjustment. So, I am not sure how it is going 
to work. The one thing I do know is that you have to speak directly 
into the larger of the two microphones that are in front of you, be- 
cause if you move away from it, 7t does not pick up the voice. It is 
totally voice activated. That is why you hear my voice fading in 
and out from time to time, because I forget. 

I want to thank all of you for joining us today. And I know that 
for a number of you it has been a difficult thing to move your 
schedules and arrange them so that you could be with us. And in 
some instances, it was a difficult trip to get here as well. So, we 
appreciate it. 

Ms. Ferrell, let's start with you, all right? Will you pull one of 
those microphones right in front of you? There you go. 

Would you introduce yourself, and tell us who you are, a little 
bit about yourself, and then tell us what you think we ought to be 
hearing from you. 

STATEMENT OF DENISE FERRELL, WASHINGTON, DC 
Ms. Ferrell. My name is Denise Ferrell. 

Mr. Weiss. Again, move the larger of the microphones right in 
front of you and speak up loudly. There you go. 

Ms. Ferrell. My name is Denise Ferrell, and I live in Washing- 
ton, DC. 

In January of this vear, I applied for Medicaid. Before I went, I 
called and got the information on what papers I should bring in. I 
brought in those papers. They gave me other papers to bring in, 
and when I called them back, I talked to Mr. Upton. He said that 
he could not find all the papers that I brought in, so, I had to go 
back to him. He gave me a date to come in. I went back and gave 
him the papers again. I also gave him the xerox copies of the 
papers I had given him before— of the originals. And then he said 
he would get back to me and let me know whether or not I was 
accepted for Medicaid. He never called me back. I received a letter 
m the mail saying that I was over income. 

And then they gave me a man to talk to— I think a Mr. Butz. 
And I talked to him for a while. He had me go to 500 First Street, 
Northwest. I talked to two social workers there, and they had me 
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go back to Mr. Upton, bring him some more papers, some state- 
ments from people in the neighborhood and whatnot. And then he 
let me know that I was over income. 

I felt that while I was at the office, he could have let me know 
that I was over income instead of sending it in the mail and treat- 
ing me like I was a number and not a person. When you go down 
there, you pick out a number. They do not use your name unless 
they have to. They go, oh, you're No. 21. And then they say, OK, 
you're No. 21, I meant to call the No. 19. Could you go back over 
there and sit down? And you sit down and they call your name and 
you're waiting on the number. 

All they have to do is tell me you're over income by X number of 
dollars. They told me I was over income by $1,400. If I could bring 
in statements or bills for $1,400 or more within a 3-month period- 
February, March, and April— showing that I had not paid them, I 
could get Medicaid. But, if I had $1,400, 1 could pay the $1,400 that 
I owe and maybe I wouldn't need Medicaid. They don't ask you any 
of that stuff. They just go numbers and figures. 

Mr. Weiss. And do you want to tell us a little bit about when you 
gave birth and what kind of care you received during the time that 
you were awaiting birth? 

Ms. Ferrell. During the time that I was waiting to figure out 
whether or not I would eventually get Medicaid, I was paying my 
doctor. Dr. Niles, as I went to him. Sometimes I didn't have the 
money, and he let me pay later, which I paid him. And then I got 
Medicaid in July, and I delivered July 15. So, I got Medicaid in 
time enough to pay for the delivery at the hospital, but in between 
those times, I did the paying myself. 

Mr. Weiss. So, the doctor who took care of you helped you to get 
your Medicaid benefits? 

Ms. Ferrell. Yes. I feel the only reason that I got it is because 
he talked to — I think the man's name was Mr. Butz. He talked to 
him. Li between all that time, they just said, no, I couldn't get it, 
and I was over income. 

Mr. Weiss. So, you were able to negotiate the system because you 
received help from your personal doctor. Is that right? 

Ms. Ferrell. My personal doctor, yes. 

Mr. Weiss. OK. Thank you very much. 

Ms. Longacker, we will now hear your testimony. Again, pull the 
ii)icrophone very close to you. 

STATEMENT OF SHERRILYN LONGACKER, NASSAU, NY 

Ms. LfONGACKER. Good moming. My name is Sherrilyn Long- 
acker. I live in Nassau, NY, which is a small, rural town in Rensse- 
laer County, 17 miles east of Albany, the New York State capital. 

I am here today to tell you how hard it is for low-income people 
who don't qualify for Medicaid to obtain medical care, especially 
women who need prenatal care. 

I am married and have three children: Lisa, 18; Damien, 10; and 
Lucas, 9. I have come to tell you about the birth of Lucas, my 
youngest, because I believe that no mother-to-be should go through 
what I went through, an entire pregnancy without prenatal care. 
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As I have said, I am here today representing Dr. Dorothy Height 
who could not be here today to present this testimony. I want to 
thank you on behalf of Dr. Height and NCNW for the opportunity 
to speak about this critical matter. 

The National Council of Negro Women has had for many years 
experience working in communities across the country on the prob- 
lem of teen pregnancy and other issues pertaining to preventive 
health care such as immunization of poor and medically under- 
served black families. We know that access to health care among 
the poor and working poor has historically been inadequate. As a 
result, in black America common health problems become serious 
health threats. In the words of Rev. Joseph Lowery, "When Amer- 
ica has a cold, the black community has pneumonia." 

As a result of little or no prenatal care, especially among poor, 
teenage blaci: mothers, thousands of babies are being condemned to 
death or lifelong disability. The great travesty of this lies in the 
proven fact that early prenatal care does reduce the incidence of 
infant mortality, low birthweight74)irth defects, and neonatal mor- 
tality. 

When we talk about the reasons or'* barriers to health care and 
prenatal care in particular, we commonly speak about cultural and 
institutional barriers and to the devastating effects of poverty. For 
poor Wack and other minority women, this translates to lack of 
education, inadequate family income, lack of transportation, and 
the stress of day-to-day survival struggles just to house and feed 
families with little support from a husband, father, or other com- 
munity support systems. 

Underutilization of the health care services which do exist may 
be a result of health care practices which fail to address the com- 
prehensive needs of these women. And this may well be an under- 
estimated factor which ranks up with the problem of inadequate fi- 
nances, insurance, and other means to pay for health care. 

We have learned from experience that health must be addressed 
within the context of the whole person because health in and of 
itself is not a priority when compared to basic needs to such as food 
and shelter and other daily survival needs. We have seen that in 
communities with community health centers and maternal infant 
projects which stress outreach to high risk mothers and which ad- 
dress the range of needs, including counseling on the hazards of 
cigarette omolung, drug use and alcohol consumption, which gives 
genetic screening and counseling, which stress education on nutri- 
tion, delivery, breastfeeding and parenting, and counseling and en- 
rollment in appropriate programs, such as Medicaid and Aid to 
Families with Dependent Children, there is a better use of the serv- 
ices and resulting decreases in infant mortality. 

Along these lines, the type of prenatal care provider serving poor 
and high risk mothers is as significant as are the pregnant 
woman's perception of whether care is useful, supportive and pleas- 
ant. We know that some poor women, especially minority women, 
fail to seek prenatal care early because of lack of knowledge and 
information about their pregnancy, because of language barriers 
and because of inability to communicate satisfactorily with tradi- 
tional health care providers. 
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More use of certified nurse midwives and obstetrical nurse prac- 
titioners who tend to relate in a nonauthoritarian manner and who 
emphasize education, support, and patient's well-being is of great 
importance to the improved access to prenatal care. 

Issues of financial barriers and what can be done present, in our 
view, an opportunity for progress. For poor women the Medicaid 
program is a key part of the assurance of access to prenatal 
care 

iir^^ J Weiss. Ms. Bass, that mike is giving you problems too. 
Would you push it away from you just a little bit? There you go. 

Ms. Bass [continuing]. Is a key part of assurance of access to pre- 
natal care and subsequent reduction in low birthweight and neona- 
tal death and disability. 

Medicaid policies and reimbursements should reflect the high 
risk nature of the Medicaid-eligible population. And eligibility 
standards should be expanded to maximize the possibility that poor 
women qualify for the coverage. 

In spite of their state of poverty, many poor and low income 
women do not prefer to accept services at no cost. 

We are pleased with the SOBRA Medicaid amendments and the 
infant mortality amendments of 1987 which help address the finsm- 
cial barriers to prenatal care. 

Finally, v:e are pleased to be working in collaboration with the 
March of Dimes and the Children's Defense Fund, both of whom 
share our concerns and whose interest in access to prenatal care 
stems from their efforts to reduce the incidence of low birthweight. 

We supported the Medicaid infant mortality amendments con- 
tamed m SOBRA. 

So, in closing, Mr. Chairman, I wish to thank you again for this 
opportunity to present some of the views of the National Council of 
Negro Women. 

[The prepared statement of Dr. Height follows:] 
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Mr. Chair, the Honorable Ted Weiss, and distinguished 
members of the House Government Operations Subcommittee on Human 
Resources & Intergovernmental Relations- I am Linda Bass, staff 
member of the National Council of Negro Women, a coalition of 32 
national organizations with 220 community-based sections and an 
outreach to as many as four million women. I am here today 
representing Dr. Dorothy I. Height, National President of the 
National Council of Negro W*- - > who could not be here today to 
present this testimony on the matter of access to prenatal care. 
I want to thank you on behalf of Dr. Height and NCNW for the 
opportunity to speak about the critical matter particularly of 
Black woftien's access to prenatal care. 

The National Council of Negro Women has had many years of 
experience working in communities across the country on the 
problem of teen pregnancy and on other issues pertaining to 
preventive health care such as immunization of poor and medically 
underserved Black families. We know that access to health care 
among the poor and working poor has historically been inadequate. 
As a result, in Black America, common health problems become 
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serious health threats. In the words of Rev. Joseph Lowery/'when 
America has a cold, the Black community has pneumonia." 

As a result of little or no prenatal care especially among 
poor, teenage Black mothers thousands of babies are being 
condemned to death or lifelong disability. The great travesty of 
this lies in the proven fact that early prenatal care does reduce 
the incidence of infant mortality, low birthweight, birth defects 
and neonatal mortality. 

Reference to the reasons or barriers to health care and 
prenatal care in particular most commonly speak to the cultural 
and institutional barriers, and to the devastating effects of 
poverty. For poor Black and other minority women, this translates 
to lack of education, inadequate family income, la^^k of 
transportation, and the stress of day-to-day survival struggles 
to house and feed families with little support from a husband, 
father or other community support systems. Underutilization of 
health care services as a result of health care practices which 
fail to address the comprehensive needs of these women may well 
be an underestimated factor which ranks up with the problem of 
inadequate finances, insurance and other means to pay for health 
care. 

We have learned from experience that health must be 
addressed within the context of the whole person because health 
in and of itself is not a priority when compared to basic needs 
such as food and shelter and other daily survival needs. We have 
seen that in communities with community health centers, and 
maternal infant projects which stress outreach to high-risk 
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mothers and which address the range of needs including counseling 
on the hazards of cigarette smoking, drug use and alchohol 
consumption, genetic screening and counseling, education on 
nutrition, delivery, breast-feeding and parenting, and counseling 
and enrollment in appropiate programs such as Medicaid and Aid to 
F milies with Dependent Children, there is better use of the 
services and resulting decreases in infant mortality. Along these 
lines , the type of prenatal care provider serving poor and 
high-risk mothers is as significant as are the pregnant womans* 
perception of whether care is useful, supportive and pleasant. We 
know that some poor women especially minority women may fail to 
seek prenatal care early because of lack of knowledge and 
information about their pregnancy, because of language barriers 
and because of inability to communicate satisfactorily with 
traditional health care providers. More use of certified 
nurse-midwives, and obstetrical nurse practitioners who tend to 
relate in a nonauthoritarian manner and to emphasize education, 
support and overall relate to patient *s well-being is of great 
importance to the improved access to prenatal care. 

The issues of financial barriers and what can be done 
presents in our view, an opportunity for progress. For poor 
women, the Medicaid program is a key part of the assurance of 
access to prenatal care and subsequent reduction in 
low-birthweight and neonatal death and disability. Medicaid 
policies and reimbursements should reflect the high-risk nature 
of the Medicaid-eligible population, and eligibility standards 
should be expanded to maximize the possibility that poor women 
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can qualify for t'-e coverc^ge and thus be able to pay for prenatal 
care. In spite of their state of povorty, many poor and 
low-income women do not prefer to accept services at no co«c. 
We are pleased with the "SOBRA" Medicaid Ann^-<?ments <-ind the 
infant Mortality Amendments of 1987 which help address the 
financial barriers to prenatal care by allowing states to 
increase Medicaid income eligibility for pregnant women and 
children under 2 up to 100% of the federal poverty level and S. 
422 and H.R. 1018 introduced by Chairman Henry Waxman and Senator 
Bill Bradley allows states to raise Medicaid income elgibility to 
185% of the federal poverty level for pregnant women and infants. 

Finally, we are especially pleased to be working in 
collaboration with the March of Dimes and the Children's Defense 
Fund, both whom share our concerns and whose interest in access to 
prenatal care stems from their efforts to reduce the incidence of 
low-birthweight. We supported the Medicaid Infant Mortality 
Amendments contained in SOBRA. 

In closing, I wish to again thank you Mr» Chairman for this 
opportunity to bring to this hearing some of the views of the 
National Council of Negro Women. 
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Mr. Weiss. Thank you very much, Ms. Bass. 
Ms. Hughes. 

STATEMENT OP DANA HUGHES, SENIOR HEALTH SPECIALIST, 
CHILDREN'S DEPENSE PUND 

Ms. Hughes. Mr. Chairman and members of the subcommittee, 
the Children's Defense Fund is pleased to have this opportunity to 
address you today. 

CDF, as you may know, is the national public charity which en- 
gages in research and advocacy on behalf of the Nation's low 
income and minority children. For 15 years, CDF's health division 
has been involved in extensive efforts to improve poor children's 
and pregnant women's access to medically necessary health care, 
including prenatal care and risk appropriate labor and delivery 
services. 

We applaud you for holding these hearings to draw attention to 
the need for improved access to prenatal care. 

I have prepared written testimony which has been submitted for 
the record, an^ l request the opportunity to leave the record open 
to submit additional comments later if I may. 

Mr. Weiss. Without objection, that will be done. 

Ms. Hughes. Because of my testimony's length, what I would 
. like to do is to highlight some of the key findings at this time. 

Mr. Weiss. That's good. 

Ms. Hughes. I would like to begin with two brief stories. 

OUie Hill gave birth to a 4y2 pound baby last June in Detroit. 
Because of her daughter's smdl size, Ms. Hill's infant had to be 
hospitalized for several days, many of those in a neonatal intensive 
care unit. Ms. Hill, who was uninsured and unemployed, received no 

Srenatal care during her pregnancy. When she was asked why she 
idn't receive care, Ms. Hill responded that the primary reason was 
because she had no money to pay for a doctor's care. If she had 
received care, the chances that her baby would have been born at low 
birthweight would have been dramatically reduced. 

Sharon Ford, who was enrolled in a prepaid health plan in Cali- 
fornia, went into the closest hospital when she went into labor last 
year. However, because she didn't have documentation of her 
health insurance and the hospital lacked documentation as well, 
she was denied access to care. 

Because she was in labor, Ms. Hill sought care in the next closest 
hospital, only to be told again that since she had no documentation 
of her insurance status, she would have to go elsewhere for care. In 
this case though, the hospital gave her a test to determine the con- 
dition of her baby. Although they found that the baby was in dis; 
tress they nonetheless transferred Sharon Ford to a public hospital 
where her baby was delivered stillborn. 

Unfortunately, these are not isolated cases. In 1985, more than 
three-quarters of a million babies were born in this country to 
mothers who did not receive prenatal care during the first 3 
months of pregnancy, the time when medical experts believe that 
it is essential that prenatal care begin. 

And 1985 was also the sixth consecutive year in which the Na- 
tion's record worsened or failed to improve in terms of the propor- 
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tion of babies born to mothers who receive either no prenatal care 
or care that doesn't begin until the last 3 months of pregnancy. 

Among black infants the problem is particularly grave. In 1985 
the percentage of babies born to mothers who received late or no 
prenatal care at all jumped from 9.6 percent to 10.3 percent. This 
means that more than 1 out of every 10 black infants was born to a 
mother who received either late or no prenatal care. 

As we have just heard, the reasons why wcmen don't receive pre- 
natal care are varied, but among poor and minority women the pri- 
mary barrier is financial inaccessibility. 

In 1984, which is the last year for which we have these data, 9.5 
million women of child-bearing age had absolutely no health insur-. 
ance, either private or public. If these women wore wealthy, they 
might have been in a position to purchase their maternity care. 
However, two-thirds of all of these uninsured vomen had incomes 
below 150 percent of the Federal poverty level. Therefore, they 
clearly were vidthout the means to purchase the maternity care 
themselves. 

Lack of health insurance not only prevents women from obtain- 
ing prenatal care, but hospital delivery services as well. Increasing- 
ly, hospitals require uninsured women to place sizable deposits 
before they are permitted to register for services. Frequently these 
deposits equal the total anticipated charges, and for a high-risk 
woman, that can easily exceed $3,000, which is clearly an amount 
that is prohibitive for most families, particularly those with low in- 
come^. 

Ye .unless a woman is permitted to preregister for delivery serv- 
ices, rhe hospital cannot be aware of or prepared for her condition, 
placing both the mother and the baby at severe risk. 

The lack of health insurance and the means to purchase care is a 
primary barrier preventing low-income women from obtaining 
care. There are other barriers as well. These include lack of trans- 
portation to care, long waiting times before a physician sees the 
woman, inconvenient clinic hours, long appointment delays and 
problems getting on public assistan^je programs, as well as lack of 
providers who will see low-income women. 

Just yesterday I received a call from a community in upstate 
INew York where there was absolutely no obstetrician that would 
accept a Medicaid-eligible woman. Pregnant women, therefore, 
were obligated to travel 30 miles away to a nearby hospital if they 
were to receive prenatal care services. The bus ride costs $12. For 
many women, the combined effect of a long period, long traveling 
time, as well as the money required to seek care means that they 
are unable to obtain care. 

Unfortunately, this community's problem is not an isolated situa- 
tion either. There are many communities where women face prob- 
lems obtaining existing prenatal care services designed for low- 
income woman. 

In Los Angeles (bounty, women raust wait as long as 16 weeks 
before they receive a first prenatal care apoointment. A recent 
survey found that at one clinic a caller was toic:, "We take appoint- 
ments one day each month. Call back on the 24th at 8 p.m. Tliere 
are lots of pregnant women out there, and the appointments go 
really fast. Just keep calling, calling and calling. You have to real- 
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ize that that is what you are going to do that day, just like you did 
today. Make sure vou call early because all of the appointments 
are normally gone by 1 o'clock." 

The impact of limited access to care can be devastating as the 
cases of Sharon Ford and Ollie Hill demonstrate. The magnitude of 
this impact, however, is enormous. 

Mr. Weiss, Ms. Hughes, please pull the microphone just a little 
bit closer to you. The Targe one should be closer to you. 

Ms. Hughes. Public health officials and others have expressed 
concern over the past few years that the Nation's progress in re- 
ducing infant mortality has slowed. As mentioned earlier, during 
the l§70's, the infant mortality rate in this country dropped by an 
average annual rate of about 4.5 percent. Between 1980 and 1984, 
that slowed to 3.7 percent. 

However, in 1985 according to the National Center for Health 
Statistics, there was no statistically significant decrease in the 
infant mortality rate from the 1984 level. That means that we have 
essentially leveled off at 10.6 deaths for very 1,000 live births 
while other nations continue to reduce their infant mortality level 
- below 6 and 7 deaths for every 1,000 live births. 

The need for removing barriers to prenatal care for low-income 
women is a longstanding problem. However, this devastating reve- 
lation of the dramatic slowing of the infant mortality rate and, in 
fact, the leveling off, calls for immediate action towards reducing 
the barriers that exist for poor women. 

The Children's Defense Fund has a series of recommendations 
that we would like to offer the subcommittee. First, we recommend 
nationwide adoption of the SOBRA option to allow States to raise 
the income eligibility level up to 100 percent of poverty for preg- 
nant women and infants. To date 25 States have done so. The re- 
maining must do so as well. 

Second, we recommend swift enactment of Senate bill 422 and 
H.R. 1018, the Medicaid infant mortality amendments of 1987 
which would permit States to raise the eligibility level to 185 per- 
cent of poverty. While it is clear that pregnant women who are 
Medicaid-eligible often have difficulty obtaining services and find- 
ing providers who can accept them, it still remains the most viable 
venicle for financing maternity services for pregnant women, and 
we encourage its use at this time. 

We also recommend additional funding for residual programs to 
ensure the availability of providers in medically underserved areas, 
primarily the Community Health Center program and the Mater- 
nal and Child Health block grant. 

Fourth, we recommend enforcement of antidumping provisions 
from the Consolidated Omnibus Budget Reconciliation Act of 1986. 
There were changes in the law that prohibit dumping of patients 
who are in emergency situations which includes women in active 
labor. Unfortunately, these have not been fully enforced, and as a 
result, many women continue to be turned away from care. In addi- 
tion, this law should be extended to prohibit hospitals from refus- 
ing hospital-to-hospital transfers of women or infants— for example, 
• a woman or a child from a low-risk hospital to a high-risk hospital. 

Finally, we recommend prohibition against preadmission deposits 
for pregnant women. Hospitals should permit preadmission of all 
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women regardless of their ability to pay and worK out financial ar- 
rangements after women have been assured risk appropriate deliv- 
ery services- 
Thank you, 

[The prepared statement of Ms. Hughes follows:] 
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n,u Chairman and Distinguished Members of your Subcommittee: 

The Children »s Defense Fund (CDF) is pleased to have this 
opportunity to testify today regarding access to prenatal care. 
CDF is a national public charity which engages in research and 
advocacy on behalf of the nation's low income and minority 
children. For fifteen years, CDF's health division has been 
involved in extensive efforts to improve poor children's and 
pregnant women's access to medically necessary care, including 
prenatal care and risk-appropriate labor and delivery services. 
We applaud you for holding this hearing to draw attention to the 
need for improved access to prenatal care. 

My testimony is divided into five parts: I) The Health 
Status of Infants; li) The Role of Prenatal Care; III) Prenatal 
Care Trends; IV) Barriers to Prenatal Care; V) Recommendations. 

I. The Health status of Infants 

The health status of infants is regarded as the bellweather 
of overall community health and the extent to which the needs of 
vulnerable citizens are met. Two of the most telling indicators 
of infant health are infant mortality and low birthweight. Low 
birthweight is an especially useful indicator for three reasons. 
First, infants born at low birthweight are at great risk of 
health and disability. Low birthweight babies are 20 times more 
likely to die in their first year and are at 3 times greater risk 
of having lifelong disabling conditions such as mental 
retardation, autism, hearing and visual impairments and learning 
disabilities. A second, low birthweight can often be prevented 
with early, continuous, high quality prenatal care. Thus, large 
numbers of low birthweight babies specifically indicate a 
breakdown in our ability to provide preventive health services. 
Third, unlike rates of infant mortality, the incidence of low 
birthweight is not affected by medical technology and other means 
of sustaining fragile lives. Instead, low birthweight is closely 
associated with the health of mothers and infants, and therefore 
truly reflects changes in health status when its incidence 
changes. 

Infant mortality and low birthweight rates in the United 
States have slowly, but steadily declined since the mid-1960's. 
However recent trends indicate that progress is dramatically 
slowing and may have come to a complete halt. 

o According to the National Center for Health Statistics, 
in 1985 there was no measurable decrease in the 
nation's rate of infant mortality. ^ This follows four 
years of a general slowing trend in reducing infant 
mortality compared to earlier years. (Table I) During 
the 1970's, the nation's infant mortality rate declined 
by an annual average rate of 4.5 percent per year. 
Between 1981 and 1985, the rate change dropped to 2.9 
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percent per year on average. 



o It is suggested by some that tne recent slowing in the 
infant mortality rate rednccion is an expected 
phenonenon as the nation's rate approaches a natural 
threshold. However, other countries have managed to 
reduce their infant mortality rates further and more 
rapidly over a sustained period of time. Between the 
period 1950-1955 and 1980-1985, the U.S. infant 
mortality rate declined by 61 percent. Of 18 other 
industrialized countries with comparable data 
collection systems, all had greater rates of 
improvement, including countries that initially had 
rates lower than the United States during 1950-1955. 

o Because the United States has failed to reduce its rate 
of infant mortality as rapidly as other countries, the 
nation's international ranking has deteriorated 
substantially over the past thirty years. During the 
1950-1955 period, the United States ranked sixth best 
among twenty industrialized countries. By 1980-1985 
period, the nation had fallen to a tie for last place 
among the same countries.* (Table II) 

o Meanwhile, the incidence of babies born weighing less 
than 5.5. pounds (those considered to be at low 
birthweight) has stagnated in recent years. In 1985, 
the percentage of all babies born at low^^^^^!;'®^?^^ 
actually increased from the 1984 levels.^ (Table I) 
This increase represents the first time since 1965 
that such an increase has occurred. 

II. The Role of Prenatal Care 

Some infant deaths and low birthweight births a" . 
unavoidable because of limitations to current ^f<3iJ^\^"°^i?^?^^ 
anHechnology. However, many deaths and low birthweight births 
can be prevented through a variety of h^^ith/JJ^^^^^f if \, , 
interventions. According to the Institute of Medicine, the most 
tf fictive method of reducing low birthweight and infant deaths 
Issocia^L with low birthweight is by providing pregngnt women 
with early and comprehensive prenatal care services. 

Prenatal care influences low birthweight in a number of 
ways. ISrst, medical conditions that can lead to Prematurity or 
low birthweight can be identified, treated and monitored, 
second, health and social risks that have the potential of 
distrupting infant development, such as smoking and poor 
nitrition, can be identified and modified through education and 
counseling. Third, pregnant women can be instructed on how to 
identify Ind respond to health problems that require i^^f^^^^e 
attention? such as preterm labor. Finally, for a woman in need 
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of social services, prenatal care can serve as the point of 
referral for nutritional, housing and financial support services 
that are essential during pregnancy and after the infant's birth* 

Prenatal care has a powerful influence on pregnancy outcome, 
particularly among women who are at social or medical risk. ' 
Studies show that high risk women who receive inadequate care are 
more than twice as likely to have a low birthweight baby than 
women who receive adequate care. ^'^ Similarly, mothers who 
receive no prenatal care are more than 3 times more likely to 
have a preterm baby. Findings with respect to infant 
mortality are similar. Babies born to mothers who receive 
inadequate prenatal care are significantly more likely to die in 
their first year than babies born to mothers who receive adequate 
care. According to the U.S. Public Health services, "More 

than any other factor, the delay and absence of prenatal care 
accounts for the high incidence of infant mortality, since health 
problems can go undetected without prenatal care ... should a 
mother go without effective care, she will then be three times as 
likely to bear an underweight baby susceptible to infant 
mortality, prematurity, mental retardation and malnutrition. 

The Institute of Medicine and other experts are persuaded by 
data that show that babies born to mothers who receive prenatal 
care are healthier than babies born to mothers who receive none. 
They are also influenced by the cost effectiveness of prenatal 
care. The Institute of Medicine found that every dollar invested 
m prenatal care saves $3.38 in first year costs alone. Other 
experts estimate that the same dollar saves $11 over the lifetime 
of the child by averting the need for additional medical 
treatment, special education and special social services. 

III. Trends in Prenatal Care 

Despite the importance of prenatal care in preventing low 
birthweight and infant mortality, nearly 25 percent of all babies 
are born to mothers who do not begin prenatal care during the 
first three months of pregnancy, the period within which medical 
experts consider it essential that care begin. Nearly one-third 
of all black infants are born to mothers who do not receive early 
care. (Tables III, and IV) 

Recent prenatal care utilization figures are especially 
alarming because virtually no improvement has been made since 
1980 when 76.3 percent of babies were born to mothers who 
. received early care. By 1985, this figure declined to only 76.2 
percent. Not only has the nation failed to improve its record, 
but prenatal care utilization is actually getting worse among 
some populations. In 1985, the percentage of black infants born 
to women who received early prenatal care declined from 62.2 
percent to 61.2 percent. Similarly, the percentage of babies 
born to mothers who received late or no prenatal care that year 
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substantially increased from 9*6 percent to 10*3 percent. In 
other words, mere than one out of every ten black infants was 
born to a mother who did not receive prenatal care until the last 
three months of pregnancy, or received no care at all. That year 
marks the first time since 1975 that late or no prenatal care 
figures among black infants have exceeded 10 percent. 

IV. Barriers to Prenatal Care 

The reasons why pregnant women do not receive adequate 
prenatal care are varied. For poor women, however, appropriate 
prenatal care services are simply not available or accessible. 
Indeed, poor women face a number of obstacles that can prevent 
them from obtaining needed care. 

FINANCIAL BARRIERS 

The most formidable and pervasive of all barriers to care 
are related to financial inaccessibility. Numerous studies 
reveal that lack of health insurance and the resources to 
purchase care directly contribute to low prenatal care 
utilization. ^'r^^'J-^ a review of studies on barriers to access 
to prenatal care prepared for the Institute of Medicine found 
that of 21 studies that asked women why prenatal was not 
obtained, financial barriers were the most commonly sited reason. 
In fact all but one study found financial barriers to be a 
measurable or statistically significant factor.^" 

Financial inaccessability to prenatal care results because 
health services in the United States constitute a commodity that 
is purchased in the marketplac, just as one might buy groceries 
or a television. A small amount of prenatal care is provided to 
low income women free of charge by public and quasi-public 
providers funded under various federal, state and local 
authorities. But for most women, including, low income women, 
maternity care is a service that must be purchased. Thus, access 
to prenatal care requires that a woman have health insurance, the 
resources to pay for care oat of pocket, or access to free 
services. For large numbers of women, these conditions are 
simply not met. 

Insurance Coverag e; In 1984, 9.5 million women of childbearina 
age were completely uninsured, both publicly and privately. CI 
women in age groups with the highest rates of fertility dSr^^ 
years), 25 percent, or 2.1 million women, were uninsured. 
While more recent insurance data tor childbearing age women are 
not available, experts agree that uninsuredness among the 
population in general has increased since the early 1980* s. 

Lack of health insurance is most serious among low income 
women. Two-thirds of all childbearing-age women without health 
insurance are poor or near-poor (that is, having incomes below 
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150 percent of the federal poverty level) . ^3 (^^bie V) while 
maternity care is inexpensive to society, especially when 
compared to the costs of care for unhealthy infants and children, 
the costs are prohibative for individuals. In 1984 maternity 
care, including prenatal, delivery and postpartum medical and 
hospital services, cost about $3,200 for an uncomplicated 
delivery and about $5000 for care involving a caesarean section 
delivery. The ccst today is even more. Because of these high 
costs, buying the services out-of-pocket is not an alternative to 
insurance coverage for poor and near-poor women. 

The impact of uninsuredness and under insuredness on poor 
women s access to maternity services is profound. In 1980, women 
who obtained any prenatal care made 7 visits on average. 
However, poor women made substantially fewer visits than non-poor 
women (5.7 vs 7.5), while poor and near-poor women (those with 
family incomes under 150 percent of the federal poverty level) 
who had no private health insurance and who depended solely on 
Medicaid, other sources of funding, and their own resources, made 
pnly 5.5 -visits. Thus, the absence of third-party financing 
IS strongly associated with the number of visits for prenatal 
care made by low-income women. 

As with prenatal and postnatal care, millions of women face 
?® ""^®^f"n<3ing of the hospital portion of maternity care, 

in 1982, nearly 40 percent of all hospital discharges involving 

self^pay or no charge" patients were related to obstetrical 
care. Obstetrical care that year accounted for 25 percer of 
all uncompensated hospital inpatient charges. ^' 

Again, poor women are disproportionately affected by these 
trends. Data from the 19C2 National Survey of Family Growth 
indicate that poor women were disproportionately represented 
among all families that paid for deliveries exclusively with 
individual resources that year. While 6.4 percent of deliveries 
to women with family incomes equal to 300 percent of the poverty 
level or greater were entirely self-pay, 12.3 percent of 
deliveries to poor women, or nearly twice as many, were performed 
on a self-pay basis. Conversely, only 19.4 percent of deliveries 
involving poor women were paid through private insurance, while 
49 percent of deliveries to more affluent women were covered 
fully by insurance. 

In re'Sponse to the large numbers of women uninsured for 
maternity services, nr'^ny hospitals now directly or indirectly 
refuse to admit uninsured maternity patients* Some hospitals 
simply refuse care to women who are uninsured* A 1986 survey of 
state maternal and child health agencies revealed that agency 
heads in 15 states were aware that women in their states were 
denied access to hospitals while in active labor. Another 13 
knew of pregnant patients being turned away from care while in 
the early stages of labor. In 6 states, respondants were aware 
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of "patient dumping" occurring in their states, but the specific 
populations were not identified. Only 14 states reported that 
this practice was not a problem in their state, 

A less direct method commonly used to deny hospital care to 
uninsured women is the practice of requiring deposits before 
permitting women to register or be admitted, ^ Frequently, these 
deposits equal the total anticipated charges, which for a woman 
at high risk can exceed $3000, Because a woman fails to have 
such large amounts of cash at the time of registration, admission 
is denied. The effect of uninsurdness for delivery services can 
be devastating, A California woman in labor who sought delivery 
care at a private, voluntary hospital was denied care because the 
hospital believed she was uninsured, A second hospital turned 
her away for the same reason, even after it was determined that 
the baby was in distress. The baby was delivered at the public 
hospital, stillborn. 

Even women who are not denied access at the time of delivery 
but cannot preregister face dangers. Unless a woman is 
preregistered, her records will not be at the hospital (unless 
she actually carries them). The hospital, therefore, is neither 
aware of nor prepared for any health problems or complications, 
placing both mother and baby at grave risk. 

Even women who have health insurance experience difficulty 
obtaining all needed services. Indeed, both publically and 
privately-insured women may derive little benefit from their 
insurance enrollment because ^he scope of coverage is poor. 

Scope of Co verage for Privately Insured Women : Data from the 
National Medical Care Utilization and Expenditures (NEMCUES) 
report show that among privately insured women who received any 
pre or postnatal care in 1980, private insurance paid 33 percent 
of the charges for the care of women with family incomes below 
150 percent of the federal poverty level, 42 percent for women 
with family incomes between 150 percent and 300 percent of the 
federal poverty level, and 50 percent for women with incomes over 
300 percent of the federal poverty level, This is true despite 
the 1978 Pregnancy Discrimination Act which requires most 
employers to include coverage of maternity care in their plans to 
the same extent that they cover for other medical care. 

At least three factors account for the poor performance of 
private insurance plans covering low income women. First, many 
insurance plans offer an inadequate scope and content of care. 
Data on the content of private plans is sketchy, but what we do 
know indicates that problems exist* Private health insurance 
plans normally reimburse for maternity care under three separate 
method?, including a global ree for prenatal and delivery 
services, reimbursement for laboratory and prescribed drug fees, 
and hospital reimbursement, Many of these plans, however, may 
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place arbitrary limits on the amount of care they will cover. 
For example, a plan may limit the number of hospital days covered 
per year or per spell of illness, and many plans place lifetime 
maximums on the amount that may be claimed at all. Both 
limitations could cause severe hardships for women requiring 
highly specialized, inpatient high-risk management. 

A seconv. major limitation on coverage can result from large 
deductibles and coinsurance. As of 1980, only 6 percent of 
insurance plan participants held full coverage for hospital room 
and board charges, and only 20 percept had full coverage for 
inpatient surgery, the category under which prenatal and delivery 
care are grouped. ^^'^ Moreover, persons employed at small firms 
(which tend to hire lower income workers) also tend to have less 
generous coverage. In 1980, only 5 percent of persons employed 
by firms of 20 persons or fewer had full coverage for inpatient 
surgery, compared to 42 percent in the largest firms. There 
is evidence, moreover, that employers have increased the size of 
deductibles and coinsurance in recent years in order to keep 
costs down. 

Third, many insurance plans are in fact indemnity plans, 
paticularly where medical, as opposed to hospital, benefits are 
concerned. Some indemnity plans may carry options which permit 
beneficiaries to assign payments directly to their physicians or 
other health providers. But physicians may be increasingly 
unwilling to accept assignment of benefits in lieu of advance 
payment, for fear that high deductibles and coinsurance will 
leave them with little or no payment for their services. 
Moreover, since the majority of insurance plans use global fees 
to pay providers, -'•^ a provider would normally br -equired to 
wait until most, if not all, services were rendered before 
payment could be made. The indemnity and post-service payment 
features of private insurance plans, as well as increasing 
pati'ent cost-sharing requirements, mean that ostensibly insured 
poor and near-poor women are effectively disunsured. Many would 
have to prepay most or all of a medical provider's charges in 
order to obtain treatment. 

Scope of Coverage for Medica id-Enrolled Women: Medicaid programs, 
like private insurance, do not always cover all prenatal care 
services. Although states are required to provide ail recipients 
with some services (including, among others, inpatient and 
outpatient hospital services, physician and nurse midwife 
services, and laboratory and x-ray services) they may at their 
option include coverage for other services. States may, for 
example, include in their plans services furnished by free- 
standing clinics, prescribed drugs (which can include vitamins 
and over-the-counter medications) , and preventive jervices such 
as health and nutritional counseling, were a state to 
incorporate all of these items and services in its Medicaid plan, 
it would have in place a mechanism for financing for poor women 
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the full range of medical and allied health care recommended for 
low income women. 

In spite of the flexibility provided states to offer 
Medicaid recipients services vital to sound pregnancy management^ 
many state programs do not include coverage for the full 
complement of needed care. A 30*-state survey of Medicaid 
programs' benefit plans revealed that while many states consider 
optional services such as risk assessments and nutritional 
counseling as allowable costs r no additional reimbursement is 
paid for the services. Thus, practitioners may provide these 

important services, but c^lv as a part of the normal prenatal 
care package they furnish. Yet, without additional compensation 
for these services, there exists no incentive to include optional 
services, even to high-risk women for whom enhanced maternity 
care is essential. 
./ 

While many states consider optional services **allowable, ** 
others do not. Among the most common restrictions are 
limitations on inpatient hospital services. Inpatient limits 
carry particularly grave consequences for very high-risk pregnant 
women who must be hospitalized for extended periods in order to 
avert a preterm delivery. Of the 30 states responding to the 
survey, twenty-four indicated that they place some limit on 
covered inpatient hospital days, including medically necessary 
obstetrical care. Four states, Louisiana, Mississippi, Oregon, 
and Tennessee, reported that they set limits of 15 days per year 
or fewer for covered inpatient care, an amount that can be easily 
exceeded even prior to delivery by a pregnant woman at high risk 
of preterm delivery. None of these states indicated that they 
make any exceptions to this rule, even in the case of a high-risk 
pregnancy. Such limits could conceivably serve as a powerful 
deterrent to the admission of particularly complex, high-risk 
pregnancies requiring extensive inpatient treatment. Other 
coverage limitations imposed by some states include limits on 
laboratory and x-ray services and prescribed arugs. 

The Availability of Free Services : Low income, uninsured 
patients have few service options available to them. In some 
communities, clinic services are available at free or income- 
adjusted rates. A 50 state survey of state maternal and child 
health agencies revealed that most (48) reported the availability 
of some free or low cost prenatal care services in their states 
funded by a combination of Title V (Maternal and Child Health 
Block Grant) , State and local funds. However, due to limited 
funding levels, services in most states reached only a fraction 
of the women in need.^°*^ Today only four states, Massachusetts, 
Michigan, Rhode Island and Minnesota, have truly state-wide 
prenatal care programs for low income women and Rhode Island and 
Minnesota's programs are not yet operational. Only 23 states 
finance delivery services for low income, uninsured women. 
(Under federal law. Title V Maternal and Child Health Block Grant 
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Funds may not be used to finance delivery services except in high 
risk women. } 

Even when free and income services are available, women can 
face barriers obtaining them. In the District of Columbia, 
pregnant women were not, until recently, routinely informed that 
prenat&l care services were available to poor women free of 
charge. Instead they were billed the full charges for services 
until they were turned down by Medicaid and then permitted to 
apply for services under the sliding fee scale. In New York 
state, prenatal care services are available to uninsured pregnant 
women with incomes below 185 percent of the federal poverty 
level, if the qualifying women reside in a community awarded a 
special grant by the st^tc While grants were awarded based in 
part on relative need many communities with large numbers of 
uninsured pregnant wcmen a^e without services from the state* s 
prenatal care progr/'m* Deliberate and unintential efforts to 
limit use of free v^^enatal care services occur in virtually every 
state. 

The availability of free and reduced cost prenatal care has 
always been severely restricted in chis country. In recent 
years, howeveri the availability has declined further due to 
reduced funding for key maternal and child health services on the 
federal and st&te level, a growing number of women who require 
free or subsidized care and rising costs of furnishing health 
care* In 1981, funds for the Maternal and Child Health Block 
Grant program were, for example, cut by 18 percent* As a result, 
20 states eliminated or reduced health services for pregnant 
women and children. The community health center program, which 
provides primary health care services to persons residing in 
medically underserved areas, received a 13 percent funding cut 
that year which led to service reductions. A stuoy of 
olaatetrical visits to a community health cencer in Boston found 
that visits declined by 14 percent after these cuts, even with a 
4 percent increase in births. 

NON-FINANCIAL BARRIEKJ 

Although financial barriers pose the most common and 
difficult obstacles to care, prenatal care utilization is impeded 
by other barriers unrelated to insurance coverage* While many of 
these barriers are related to, if not the result of poverty, they 
are distinguished from fi nancial barriers in that they cannot be 
resolved simply by furnishing pregnant women with insurance. 
These barriers can nonetheless prevent or discourage prenatal 
care utilization* 

Maldistribution of Providers ; The United States enjoys more 
physicians per capita than any other country, yet some 
communities do not have enough physicians to meet all need, and 
others have no physicians at all. In New York state, for 
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exanpler thee are 220 physicians per 100 r 000 persons compared to 
only 80 physicians per 100 r 000 in Mississippi* The national 
average is 140 physicians per 100 r 000 individuals* There are 
over S,OQQ communities r mostly ruralr in the U*S* without a 
doctor* ^' 

Maldistribution of physicians occurs largely because 
physicians may locate their practices based on their own 
preferences and needs, rather than national or community need* 
Rural areas are often considered to be less desirable choices 
because low density can mean that there is an insufficient number 
of patients to support a full practice* Poor communities are 
less desirable because low income families frequently cannot 
afford the fees physicians would like to charge, or may be unable 
to pay anything at all* It is not surprising, therefore, that 
poor and rural communities face the most severe physician 
shortages* According to the Ind^ix of Medical Underservice, 20 
million Americans live in communities where there is less than 
one physician per 2,000 people and at least 20 percent of the 
population is poor* 

The unavailability of providers is a particularly serious 
problem in maternity care* The state of Mississippi reported to 
Che President's Commission on Ethical Problems in Medicine in 
1983 that 51 of its 82 counties had no obstetricians* ^ This 
problem has grown worse in recent years in many parts of the 
country because of the e;:odus of obstetricians from materntiy 
practice in response to high liability insurance costs and the 
perceived risk of liability* A 1985 survey of obstetricains 
conducted by the American College of Obstetricians and 
Gynecologist found that 23*1 percent of all respondants indicated 
that they decreased their level of high risk obstetrical care as 
a result of the threat of malpractice* Nearly 14 percent 
indicated that they had decreased the number of deliveries they 
perform and 12 • 3 percent no longer practice obstetrics due to 
malpractice*^" 

Provider Acceptance of Medicaid: The problem of inaccessabJ.e 
maternity care for poor women strikes even those communitiec^ with 
an adequate supply of providers* For poor and uninsured pretj^nant 
women, care remains inaccessible unless the provider is willing 
to accept the patients' form of payment* Yet, large numbers oi* 
obstetricians will not accept Medicaid as payment and many more 
will not take patients who are uninsured* Indeed, among primary 
care physicians, obstetricians are the least likely to accept 
Medicaid patients* Nationally, nearly 36 percent of all 
obstetricians during 1977 and 1980 indicated that they provided 
care to no Medicaid patients, compared to 23 percent of 
pediatricians, 25 percent of general practioners and 20 percent 
of physicians in internal medicine* 

By all indications, this problem has become worse in recent 
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years* A West Virginia state Medical Association survey of its 
members in 1985 revealed that 40 percent of the obstetricians 
indicated that they no longer accepted Medicaid recipients as a 
resulv of the high cost of liability insurance* As a result, 
the state's existing shortage of obstetricians was severely 
worsened for low income women* A survey conducted by the D*C* 
Medical Society had similar results* Of the obstetricians 
responding, 59 percent indicated that they would not accept 
Medicaid patients for obstetrical services*^^ Similar reports 
have come from New York, Rhode Island, Florida, Texas, Illinois 
and Massachusetts* 

Program Application and Enrol lment Barri ers : The Medicaid program 
is the largest source of care to^poor pregnant women, yet actual 
enrollment rates among eligible women are shockingly low* A 
study by the National Governor's Associaiton revealed that state 
enrollment among women who were newly eligible in the early 
1980' s ranged from 11 percent to 70 percent*^^ Several reasons 
account for low penetration, including the fact that because 
eligibility rules rapidly change, many women are unaware of their 
eligibility and fail to apply* Yet, many women would apply if 
eligibility rules were more clear* A survey of prenatal care 
patients in Indianapolis, Indiana revealed that of the uninsured 
women who appeared to be Medicaid eligible, 95 percent indicated 
that they would apply if they though they were eligible**^ 

However, even women who apply for Medicaid coverage may be 
effectively prevented from enrolling by administrative hurdles, 
such as complicated application forms, requirements of extensive 
documentation and long delays between application and 
notification of eligibility* In Mississippi, where Medicaid 
eligibility standards for pregnant women and children were made 
more generous in 1986, many of these problems prevenc enrollment, 
despite an agressive outreach campaign that was conducted to 
inform potentially eligible person about the expanded eligibility 
standards* Included in the campaign was a "hot line" to answer 
questions, guide people through the systen and take complaints 
about the programs's implementation* An evaluation of the issues 
raised by callers during a three-month period in 1986 revealed 
serious difficulties in obtaining Medicaid coverage because of 
problems in the application process* Ten calls were from 
families whose eligibility had not been determined, although the 
mandatory 45 day eligibilty determination period had lapsed* In 
some cases, the families waited for a determination for as long 
as 6 months from the time that their application was filed* 
Three callers complained that they were not permitted to apply 
because Department of Public Welfare staff were not available to 
take their applicaitons at the intake center and another three 
callers were discouraged from applying because they were 
incorrectly told that they were not eligible*^^ 

In the District of Columbia, Spanish-speaking applicants 
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face different enrollment probleos* Although federal regulations 
clearly delineate the type or documentation that can be requested 
to accompany a Medicaid application to provide proof of residence 
and income, some applicants are required to produce documents 
that go beyond these guidelines. Literature distributed by the 
Medicaid agency, for example, instructs applicants to include 
such documentation as "^recommendations from two persons that know 
I the applicant] well. ^' These additional requirements are 
po;.^ntially illegal as well as an unnecessary burden for 
applicants.*^ Other factors identified as discouraging 
completion of applications by Spanish-speaking families included 
a reqr 'ement that all applicants make an appointment at a 
locatxon several miles away from the Hispanic community to submit 
the Medicaid application. 

Such procedures not only can discourage women from obtaining 
Medicaid coverage, but can prevent them from obtaining needed 
care as well. At New Vork*s Presbyterian Hospital it was routine 
pr^edure in the prenatal clinic until recently to deny prenatal 
care appointments to women who were unable to pay half of the 
projected costs of normal labor and delivery ($1600) even if the 
initial review indicated that they were likely be Medicaid- 
eligible. Such patients were instructed to apply for Medicaid 
coverage and return to make an appointment only after the 
Medicaid card was in hand. Similarly, among the families that 
called the Mississippi hot-line for assistance in obtaining 
Medicaid coverage, several callers indicated that they were 
refused services because they did not yet have a Medicaid card.^" 

Until recently, more subtle, but equally formidable barriers 
existed in Washington o.C. clinics. In order to be considered 
for free or income-adjusted care, patients who presented at the 
O.C. clinics for prenatal care were required first to apply for 
Medicaid. Like »ost communities, D.C. 's Medicaid applicaiton 
proc6iis often failed to inform applicants of their eligibility 
well beyond the 45 day period. Meanwhile, they received bills 
for all clinic services received, at full charge. The result was 
to discourage pregnant women from seeking care until their 
eligibility for Medicaid and/or income adjusted services was 
determined. To avoid large bills, women were forced to put off 
seeking care until well into their pregnancies. 

Loca t ion o^ Services and Transportation ; Even when insurance 
coverage is" successfully obtained, low income women face other 
obstacles to care. The location of services is an important 
factor determining utilization. Two criteria used to evaluate 
the accessibility ot services are the length of travel time to 
care and the type of transportation needed to get there. I€ ♦^he 
travel time is lopn, or the mode of transportation is 
unLf fordable, incohventient with children in two, or non- 
existant, health services may be available but are effectively 
inaccessible. 
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surveys of postpartum women confirm that long distances and 
high-cost transportation present major barriers to care. One 
study that surveyed 1,500 women in San Antonio found that the 
adequacy of transportation frequently influenced th<jir use of 
prenatal care. Inaccessibility due to the location of services 
is roost severe among t*-o poor who may be unable to afford the 
cost of transpor\:ation ^-^ and rural residents who may live in 
communities where no public transportation is available. The 
American Nurses* .'issociation recently learned about a southern 
county health department which offers prenatal care and which is 
centrally located to serve an entire region. The county, 
however, if Ithout transportation. Women in adjoining counties 
traveling by bus can reach only as far as the county line, which 
is 15 miles from the clinic. 

When prenatal care services are not coordinated with public 
transportation, additional problems can result, staff at a large 
Washingt'*Ti, D.c. public hospital report that one important reason 
why womfc*^ <fail to Keep early morning appointments is that the bus 
system in the city's highest risk neighborhood do not even begin 
running at the hours patients are expected to be at the clinic. 

V« Recommendations 

The United States, the world's wealthiest nation enjoys the 
most sophisticated and extensive medical care. Yet, babies die 
in this country at rates higher than most other industrialised 
countries. In some communities and among some groups^ infant 
death rates exceed those of Third World countries. The United 
S testes* exceptionally poor record can be traced to our failure to 
reduce the incidence of low birthweight, a condition that places 
infaitts at significant risk of death and lifelong disabling 
conditions. The real irony is that low birthweight is 
preventable by ensuring that pregnant women receive early and 
continuous prenatal care. However, virtually no progress has 
been made since 1980 in increasing the percentage of women who 
receive early prenatal care. At the current rate of progress, 
the nation will not meet the Surgeon General's 1990 goal that 90 
percent of all women receive early care until the year 2005. 

Prenatal care utilization can be increased only by 
eliminating the financial barriers to care that prohibit low 
income women from obtaining needed care. Several steps must be 
taken immediately to eliminate these barriers to cire. Tl'ese 
include: 

o Nation-wide adoption of SOBRA : To date, 24 states and 
the District of Columbia have exercised the option to 
raise the income eligibility level for the Medicaid 
program above the APDC payment level. (Table VI) I' 
the remaining 26 states adopt SOBRA, a substantial 



13 



ERLC 



^0 



36 



portion of uninsured women will be covered for 
maternity services. 

o Swift Enactment by Congress of £. 422 and H.R. 1018/ 

the Medicaid infant Mortality Amendments of 1987 ; These 
companion bills enjoy bipartisan support and contain 
identical provisions to permit states to raise the 
income eligibility levels for pregnant women and 
xnfants up to 185 percent of the federal poverty level. 
This legislation should help provide coverage for the 
sizable portion of uninsured pregnant women who work 
and thus have income disqualifying them from the 
Medicaid program. It should be included in the Budget 
Reconciliation package. 

o Addi t ion al f unding for residual programs to ensure the 
avail abilTty of providers in medically underserved area; 
Key programs like the community and migrant health 
centers and the Maternal and Child Health Block Grant 
provide high quality primary health care but cannot 
serve all who are in need because of limited funds. 
2.5 percent oa all births nationwide ind over 5 percent 
of births to low income women in the U.S. occur at 
health centers. Recently passed S. 1441 and its 
pending companion bill H.R. 1326 provide $35 million 
in funds to community and migrant health centers to 
strengthen and expand services for pregnane women and 
infants. 

o En f orcement of Anti-dumping provisions ; The 

Consolidated Omnibus Reconciliation Act of 1986 [P. I.. 
99-272] sets forth for prohibits Medicare-participating 
hospitals from denying access to patients in emergency 
situations. Under these provisions / all hospitals that 
accept Medicare reimbursement may not deny treatment to 
uninsured patients in emergency circumstances unless: 
1) the patient can be "appropriately" transfered to 
another hospital. For a high risk woman in labor/ the 
situations in which a transfer is "appropriate" are 
very limited; 2) the i^atient/ if a pregnant women/ 
is not in "fictive labor". Hospitals that fail to 
comply with these provisions can have their Medicare 
agreements suspended or terminated. Moreover/ a 
hospital that knowinnly violates these provisj.ons/ as 
well as the responsible cnergency room physician/ are 
both subject to civil money penalties of up to $25/000 
for e&,h violation. Finally/ persons harmed by 
inappropriate transfers/ as well as the receiving 
facilities to which an emergency patient is 
inappropriately transferred and that suffer a financial 
loss/ may file a private suit under the new law against 
the offending hospital and physicians^ 
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These new "anti-dumping" provisions have not been 
routinely enforced, unfortunately, and must be in order 
to protect against inappropriate transfers. Moreover 
the provisions should also be expanded to apply to 
hospitals that are regional referral centers and that 
refuse to accept hospital-to-hospital emergency 
transfers (as opposed to those patients that simply 
Jhow up at their emergency room door). The inability 
to gain access to regional specialty center services is 
a particularly severe problem for high risk pregnant 
women and newborns. For example in December, 1986 the 
MacAllen Medical Center in MacAllen Texas, is known to 
have refused admission to four newborn infants 
requiring emergency neonatal services. One of the 
infants died as a result of the delayed hospital 
admission. 

o Prohibition against preadmission deposits ; Pregnant 

women must preregister for delivery services to ensure 
that they receive timely, risk-appropriate care. Yet 
many uninsured, low income women cannot get such care 
because they cannot meet hospitals • requirement of a 
preadmission deposit. Pregnant women must be permitted 
to register for delivery regardless of their insurance 
status and all Medicare and Medicaid funded facilities 
should be prohibited from imposing such requirements as 
a condition of certification. 

These are short terms remedies to a problem that requires 
long-term solutions to improve the health of America's children. 
A comprehensive health policy that considers accessability, 
availability and quality of care is needed. In the meantime, 
however, these simple measures will go far toward preventing 
unnecessary infant death and disability. 
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TABLE I 

INFANT MORTALITY & LOW BIRTHWEIGHT 
1965 - 1985 

Percent Babies Born at 
Infant Mortality Rate* Low Birthweight 



1965 


24.7 


8.3 


1966 


23.7 


8.3 


1967 


22.4 


8.2 


1968 


21.8 


8.2 


196 9 


20.9 


8.1 


1970 


20.0 


7.9 


1971 


19.1 


7.7 


1972 


18.5 


7.7 


197 3 


17.7 


7.6 


1974 


16.7 


7.4 


1975 


16.1 


7.4 


1976 


15.2 


7.3 


1977 


14.1 


7.1 


1978 


13.8 


7.1 


1979 


13.1 


6.9 


1980 


12.6 


6.8 


1981 


11.9 


6.8 


1982 


11.5 


6.8 


1983 


11.2 


6.8 


1984 


10.6 


6.7 


1985 


10.8 


6.8 


* Deaths per 


1,000 live births 





Source: Natipnal Center for Health Statistics 
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Table ii 



Infant Mortality Rates 
1950.1965 
Selected Countries 



Country 


J 950- J 955 


J955-J96a 


J960-J965 


J965-J970 


J 970- J 975 


1975-1960 


J9d0-;9t85 


1950-55 to 
1980-85 


Rate Rank 


Rate Rank 


Rate Rank 


Rate Rank 


Rate RarUc 


Rate Rank 


Rate 


Rank 


i 

Austfftllji 


24 


(4) 


21 


(5) 


20 


(6) 


18 


(al 




1141 


12 


(10) 


10 


(12) 


•58 


Belgium 


45 


(14) 


35 


(14) 


27 


(14) 


23 


(16) 


19 


f 1 Al 


13 


(12) 


11 


(17) 


•76 




36 


(11) 


30 


(11) 


26 


(13) 


21 


(1 1) 


16 


(9) 


12 


(10) 


9 


(9) 


•75 


Denmark 


28 


(8) 


23 


(6) 


20 


(6) 


16 




1? 


fOI 

l«J 


9 


(2) 


8 


(5) 


•71 


Finland 


34 


(10) 


25 


(9) 


19 


(5) 


15 


Of 




(2) 


9 


(2) 


6 


(1) 


-82 


Fnmce 


45 


(14) 


33 


(12) 


25 


(11) 


21 


(11) 


16 


(9) 


11 


(9) 


9 


(9) 


•80 


German Dem. Rep. 


58 


(18) 


44 


(18) 


31 


(18) 


21 


(11) 


17 


(12) 


13 


(12) 


]] 


(17) 


-81 


Ccnnany. Ffcd. Rep. 


48 


(16) 


37 


(15) 


28 


(16) 


23 


(11) 


22 


(20) 


15 


(8) 


11 


(17) 


•77 


Hong Kong 


79 


(20) 


54 


(20) 


33 


(19) 


23 


(16) 


17 


(12) 


13 


(121 


10 


(12) 


•87 


kdand 


21 


(2) 


17 


(1) 




(3) 


13 


(1) 


12 


(2) 


9 


(2) 


6 


(1) 


•71 


Ireland 


41 


il2) 


34 


(13) 


28 


(15) 


23 


(16) 


18 


(16) 


15 


(18) 


10 


(12) 


•76 


Japan 


51 


(17) 


37 


(15) 


24 


(10) 


16 


(6) 


12 


(21 


9 


(2) 


6 


(1> 


•88 


Luxembourg 


43 


(13) 


37 


(15) 


29 


(17) 


21 


(11) 


16 


19) 


13 


(12) 


9 


(9) 


•79 


Netheiianda 


24 


(4) 


19 


(3) 


16 


(2) 


14 


(3) 


12 


(2) 


10 


(7) 


8 


(5) 


-67 


Norway 


23 


(3) 


20 


(4) 


17 


(3) 


14 


(3) 


12 


(2) 


9 


(2) 


8 


(5) 


-65 


Spain 


62 


im 


51 


(19) 


> I 


(20) 


33 


(20) 


21 


(19) 


16 


(20) 


10 


(12) 


•84 


Sweden 


20 


(1) 


17 


(1) 


15 


(1) 


13 


(1) 


10 


(1) 


8 


(1) 


7 


(4) 


-65 


SwltxerUnd 


29 


(9) 


23 


(6) 


2C^ 


(6) 


17 


(8) 


13 


(8) 


10 


(7) 


8 


(5) 


•72 


united Kingdom 


28 


(6) 


24 


(8) 


22 


(9) 


19 


(10) 


17 


(14) 


M 


(161 


10 


(12) 


•64 


United SUtea 


28 


(6) 


26 


(10) 


25 


(11) 


22 


(16) 


18 


(16) 


14 


r 






-61 



fRates one rounded to the nearest ivtv>le nurriber) 
Source: United Nation's Oitldren's FUnd 
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TABLE III 

Percentage of Babies Born to Women 
Receiving First Trimester Care, By Race 



Year 


All Races 


White 


Black 


1969 


68*0 


72.4 


42.7 


1970 


67.9 


72.4 


44.3 


1971 


68.6 


73.0 


46.6 


1972 


69.4 


73.6 


49.0 


1973 


70.8 


74.9 


51.4 


1974 


72.1 


75.9 


53.9 


1975 


72.3 


75.9 


55.8 


1976 


73.5 


76.8 


57.7 


1977 


74.1 


77.3 


59.0 


1973 


74.9 


78.2 


60.2 


1979 


ftk Q 
/ 3 . 7 


79.1 


61.6 


1980 


76.3 


79.3 


62.7 


1981 


76.3 


79.4 


62.4 


1982 


76.1 


79.3 


61.5 


1983 


76.2 


79.4 


61.5 


1984 


76.5 


79.6 


62.2 


1983 


76.3 


79.8 


61.2 
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TABLE IV 





Percentage of Babies Born 
Receiving Late or No Prenatal 


to Women 
Care , By Race 




Year 


All Races 


White 


Black 


1969 


8,1 


6,3 


18,2 


1970 


7,9 


6,2 


16,6 


1971 


7,2 


5,8 


14,6 


1972 


7,0 


5,5 


13,2 


1973 


6,7 


5,4 


12,4 


1974 


6,2 


5,0 


11,4 


1975 


6.0 


5,0 


10, r» 


1976 


5,7 


4,8 


9,9 


1977 


5,6 


4,7 


9,6 


1978 


5,4 


4,5 


9,3 


1979 


5,1 


4,3 


8,9 


1980 


5,1 


4,o 


8,8 


1981 


5,2 


4,3 


9,1 


1982 


5,5 


4,5 


9,6 


1983 


5.6 


4,6 


9,7 


1984 


5,6 


4,7 


9,6 


1985 


5,6 


4,7 


10,3 
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TABLE V 



PERCENTAGE OF WOMEN 
AGED 15-44, BY SELECTED CHARACTERISTICS, 
ACCORDING TO TYPE OF MEDICAL COVERAGE, 
1984 







Indi- 


Medi- 






Characteristic 


Group 


vidual 


caid 


Other 


None 


All 


67 


10 


9 


3 


17 


INCOME 












< $5000 


10 


10 


42 


3 


39 


$5000 - $9999 


29 


11 


30 


3 


33 


$10,000 - $14,999 


58 


11 


8 


5 


24 


$15,000 - $24,999 


74 


12 


3 


4 


14 


$25,000 - $7.4,999 


84 


9 


1 


3 


9 


$35,000 or over 


86 


9 


* 


4 


8 


POVERTY 












< 100% 


17 


10 


40 


2 


36 


101-149% 


48 


13 


10 


6 


30 


150-249% 


71 


12 


3 


4 


16 


250% or over 


85 


9 


1 


3 


8 



Source: Gold and Kenney 
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Children's Defense Fund 

122 C SlfMl, N.W. 
Was^inQton. O.C. 20001 

Telephone (202) 628^787 



Table VI 

Seoterbcr, 1987 

KBOZCAZD COVSMGl OP CHZLDRn UVDKR 18 
AMD PREOUUrr MOKn - SXPTZKBIS, 1987 



Y: 
Li 
NX 

P: 
7: 



ALL CBZLORn 

OVDSX 18 
VI TV PAMZLT 
IHCOKKS BKLOW 
STATS POVHRTX 
LSVSLS 



KEOZCALLT KK80T 
NOKn 6 CBZLOm 



PUGVANT NOraOf 
4 OfZLOtn OMDSK 
AGS on WITH 
PAMZLT ZHCOKSS 
BZLOW THK 
PXOSKAL FOVSKTT 
UCVXL 



ALABAMA 

ALASKA 

ARZZONA 

ARKANSAS 

CALZPORNZA 

COLORADO 

CONNECTZCOT 

DELAKARJ^ 

DZSTRZCT OP 

COLUHBZA 
PLORZDA 
GEORGZA 
H^MAZZ 
.OAHO 
ZLLIKOZS 
ZNOZANA 
ZC>KA 
n^JISAS 
KENTUCKY 
LOO IS Z ANA 
HAZHS 
MARYLAND 
MASSACHUSETTS 
HZCHZGAN 
HZNNESOTA 
MZSSZSSZPPZ 
HZSSOURZ 
MONTANA 
NEBRASKA 
NEVADA 

NEW HAMFSHZRB 
MEK JERSEY 
NEW MEXICO 
NEK YORK 
NORTH CAROL ZNA 
NORTH DAKOTA 
OHZO 

OKLAHOMA 

OREGON 

PENNSYLVAKZA 

RHODE ZSLAVD 

SOUTH a\ROLZKA 

SOUTH DAKOTA 

TENKKSSEB 

TEXAS 

UTAH 

VERMONT 

VZRGZNIA 

WASHI2IGT0N 

WEST VZRGZNZA 

leZSCONSZN 

HYOHZNG 



no 


no 


N 


ye.« 


no 


N 


ye» 


yes 


Y 


ye» 


yes 


Y,P 


y«s 


yes 


N 


no 


no 


N 


yo» 


yes 




yos 


no 




ye» 


yes 




yo» 


yes 




yes 


yes 


N 


no 


yes 


N 


no 


no 


N 


y«» 


yes 


Y 


no 


no 


N 


y«s 


yos 


H 


y«a 


yes 


N 


no 


yes 


N 


no 


yos 


L 


yes 


yos 


N 


yos 


yos 


Y#*#P 


yes 


yos 


1f»*fP 


yes 


yos 




yes 


yos 




yes 


no 


Y 


yes 


no 


Y 


yes 


yos 


N 


yes 


yos 


N 


no 


no 


N 


no 


yos 


N 


yes 


yos 




no 


no 


Y 


yes 


yos 


N 


yes 


yos 


Y.*,P 


no 


no 


N 


yes 


no 


Y 


yes 


yos 


Y 


yes 


yos 


Y 


yes 


yos 


N 


yes 


yos 


Y/,P 


yes 


no 


Y.» 


no 


no 


N 


yos 


yos 


Y 


yes 


yos 


Y,* 


yes 


yos 


N 


yes 


yos 


Y 


no 


yos 


N 


no 


yos 


Y 


no 


yos 


Y 


no 


yes 


N 


no 


no 


N , 



Plnsl action has been taken to Ivpleaent SOBRA 

Pinal action Is still pendln9# but itnplesentation is likely 

No action expected this yeer 

State plans to Implement presumptive eligibility portion of SOBRA 

Pinal decision is still unclear 

State has waived application of en asset test 
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Mr. Weiss. Thank you very much, Ms. Hughes. 

We will operate, as I said, under the 5-minute rule, which means 
simply that each of us will only ask questions and get responses for 
5 minut^ before yielding to someone else, and that way each of us 
will have a chance to ask questions. 

Ms. Ferrell, let me review some of your testimony. You said that 
you were unable to get on Medicaid until a few weeks before your 
baby was born. Is that correct? Pull the microphone close to you, 
OK? 

Ms. Ferrell. Yes, that's correct. 

Mr. Weiss. And if it wasn't for the help cf your doctor. Dr. Niles, 
you probably would not have gotten on Medicaid at all because 
they said you weren't eligible. Is that right? 

Ms. Ferrell. That's correct. 

Mr. Weiss. May I ask how much you were earning at that time? 

Ms. Ferrell. About $8,100 a year. 

Mr. Weiss. Again, you'll have to speak up louder. 

Ms. Ferrell. Ah'^ut $8,000 a year. 

Mr. Weiss. About $8,000. 

Ms. Ferrell. Yes. 

Mr. Weiss: And whom were you supporting at that time? 
Ms. Ferrell. Myself and my older son, my 5-year-old. 
Mr. Weiss. You have a 5-year-old? 
Ms. Ferrell. Yes. 

Mr. Weiss. And the Medicaid people told you that that put you 
$1,400 over the limit for Medicaid. Is that right? 
Ms. Ferrell. Yes. 

Mr. Weiss. Now> Dr. Niles, however, continued to provide prena- 
tal care to you in spite of that— is that right— even though you 

Ms. Ferrell. Yes, he did. 

Mr. Weiss [continuing]. You were not at that time able to pay for 
that care. Is that correct? 
Ms. Ferrell. Sometimes I was and sometimes I was not. 

Mr. Weiss. But he continued 

Ms. FERRELL. Yes. 

Mr. Weiss [continuing]. Providing care for you. 
And subsequently. Medicaid paid the rest retroactively. Is that 
correct? 
Ms. Ferrell. Yes, they did. 
Mr. Weiss. How old is your baby now? 
Ms. FERRELL. He is 2 months old, 
Mr. Weiss. And how is he? 
Ms. Ferrell. He's fine. 

Mr. Weiss. Ms. Longacker, in your situation you said you were 
unable to get any prenatal care at all. Is that correct? 
Ms. Longacker. Yes, sir. 

Mr. Weiss. And there were no clinics that offered free care for 
uninsured pregnant women that were closer than Albeny. Is that 
right? 

Ms, Longacker. That's true. 

Mr. Weiss, And how far was that from where you were? 
Ms. Longacker. Thirty-five miles. 

Mr. Weiss. Tell ma how you felt about not being able to afford 
prenatal care? 
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Ms. LoNGACKER. Pretty lousy. 
Mr. Weiss. Did it worry you 

Ms. LoNGACKER. It wasu't fair. Yes, it worried me greatly. I 
prayed the whole 9 months. 

Mr. Weiss. How were you able to afford the hospital fees for de- 
livering the baby? 

Ms. LoNGACKER. I didn't. I took it for granted. I walked, in. I was 
in labor. They delivered the baby. Needless to say, I didn't pay the 
bill. I got sued. 

Mr. Weiss. The hospital sued you subsequently? 

Ms. LoNGACKER. Of course. 

Mr. Weiss. Now, is there anything else that you would like to tell 
us that you think would help other women in the kind of situation 
that you found yourself in? 

Ms. LoNGACKER. It shouldn't happen. It's just not right. We're 
talking, you know, a new generation. It's just not fair. 

Mr. Weiss. And could you tell us the condition of the child that 
was born? 

Ms. LoNGACKER. Mine? 

Mr. Weiss. Yes. 

Ms. LoNGACKER. Right now? As he is now? 
Mr. Weiss. Yes. 

Ms. LoNGACKER. He is healthy basically, but he does have learn- 
ing disabilities. He is hearing impaired. I do not know if that is the 
cause of having nc prenatal care, but I guess I'll never know. 

Mr. Weiss. Thank you very much. 

Ms. LoNGACKER. Thank you. 

Mr. Weiss. Ms. Bass, what unique contribution can the Federal 
Government make to solve the problems of infant mortality and 
birth defects that private, nonprofit organizations, such as the Na- 
tional Council of Negro Women or the March of Dimes, can't? 

Ms. Bass. Assure the appropriate legislation that will expand the 
Medicaid eligibility so that there are not women that are cut out of 
services because they make a few hundred dollars too much in 
someone's opinion. 

Assure that there are federally funded community health centers 
in communities around the country because many poor and low- 
income women do use these type of services. 

Allow and assure that more appropriate health care personnel 
who can relate better to these women can be certified and used, be- 
cause patient-provider relations are very important in whether 
people will continue to receive prenatal care even if they do get 
the:*e one time. 

Mr. Weiss. In your judgment, why has there been no progress in 
closing the gap between bk)k and white infant mortality and pre- 
natal care? 

Ms. Bass. Well, I think it relates to th^ persistent problems of 
economic and financial disparities which plague continually this so- 
ciety and which put the poor, blacks, and other minorities at risk 
not only for greater infant mortality, but for all health problems. 

Mr. Weiss. Thank you. 

Mr. Lightfoot. 

Mr. Lightfoot. Thank you, Mr. Chairman. 
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I would like to join you in welcoming our new member to the 
panel. I see she had to leave as I look over there. 
Mr. Weiss. She'll be back. 

Mr. LiGHTFOOT. OK. Well, we will send her a note. Our offices 
are located on the same floor. 

Ms. Bass, I would like to follow up on the chairman's question. 
Do yoi: see the coordination of Federal, State, and local resources 
targeted toward prenatal care and reducing infant mortality as 
being effective, or do we need to improve this? Do you have any 
recommendations for us in that area? 

Ms. Bass. We would certainly recommenr* increased coordination 
between Federal, State, and local services and resources to improve 
the care. There are many women who still fall through the cracks 
of Federal, State, and local services. There are many people in gen- 
eral who fall through the cracks by one way or another, so there is 
a great need for more coordination. 

Mr. LiGHTFOOT. Do you perceive that as a problem of, shall we 
say, the design of the system, or is it the egos of the various agen- 
cies that, you know, everyone wants to do their own thing so that 
we are not getting the type of cooperation that we should? 

Ms. Bass. I think there is some— well, I tbink primarily it is a 
matter of the design of systems that needs to be improved. We need 
. a better analysis of the community needs so that the systems can 
be designed and tailored to better reach those women who most 
need the services. 

I think that there has always been a tendency for poor women 
to — poor people in general—to receive less than the best care, and 
responses from health care providers and systems. Sometimes it is 
likened to blaming the victim. 

Mr. LiGHTFOOT. Ms. Ferrell, if I understand your statements you 
made in your opening comments, you were justifiably very frustrat- 
ed about the process you had to go through with all the paperwork 
and being a number. 

Is your basic frustration with the system, or does it go deeper 
into the benefits that are there, or not there in your case? 

Ms. Ferrell. The main thing that bothered me was that the 
person does this work all the time. They know right from the be- 
ginning whether or not I am eligible for the Medicaid. They call 
you and they send you back and forth to pick up all these papers 
and whatnot. I figure once he knew my income— and he knew my 
income the first day I was there— he would know whether or not I 
was eligible. Whether it was his place to tell me or not, there 
should have been someone there to tell me. 

He acted as though he was doing me a favor. And to me, I felt 
like I was doing him a favor because as long as there are pr^ant 
women that need Medicaid, he has a job. No pregnant women, then 
he has to find another iob somewhere. 

Mr. LiGHTFOOT. Well, I won't say that, but I think you're prob- 
ably right. 

Ms. Longacker, since we only have 5 minutes I want to ru"" right 
on down the panel. The comment you made that struck me was 
, that your husband is back in a subcontracting position. And it 
seems apparent that you want to be self-sufficient and able to take 
care of yourself as you were before the company was sold. 
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Do you feel that at the time you received some assistance, the 
incentive was to keep you on that assistance rather than give you 
some incentive like now, for example, where maybe a little bit of a 
suppleme:jit would really make the difference, but you can't qualify 
because you are earning too much money? Is that a correct assess- 
ment? 

Ms. LoNGACKER. That's a loaded question. Til tell you. Yes, it 
was to keep me there. We fought to get off. 
Mr. LiGHTFOOT. The :-eason I asked 

Ms. LoNGACKER. And all I needed was a little bit of help, you 
know, like you say, a little supplement. I could have a little bit of 
medical. I could be self-sufficient. It was to keep me there, though. 

Mr. LiGHTFOOT. The reason I asked the question is because there 
is a lot of talk about welfare reform right now, and Congress is 
looking at these things. And I happen to agree with your point of 
view that the incentive should be to allow people to get off assist- 
ance who want to g^ . off. And unfortunately, I think the way a lot 
of the formulas are constructed, the Incentive is to stay on it, 
which a lot of people don't want to do. But, they really don't have 
any choice because they are not earning enough money, but yet 
they lose that little bit of assistance that they need. You've been 
through it, so you are 

Ms. LONGACKER. Yes. We were afraid to get off because I knew I 
was going to lose the medical. I called. I asked what possibly the 
guideline would be. How much could I make just to keep the Med- 
icaid because of the three children? And I was told, you know— it 
was a ridiculously low amount. There was just no way. So, it was 
either get off or stay on. I got off. 

Mr. LiGHTFOOT. And ! had a question for Ms. Hughes, but I've 
got the red light. I will wait for my next turn. 

Mr. Weiss. Ms. Hughes, the Children's Defense Fund study of 
Washington, DC, found terrible delays in clinics for poor pregnant 
women. Is that right? 

Ms. Hughes. Yes. 

Mr. Weiss. And do you think that these delays are typical of 
other cities, or is it just peculiar to Washington? 
Ms. Hughes. What we found is not unusual. 
Mr. Weiss. Would you speak into the larger microphone? 
Ms. Hughes. Yes. 

We found in the District of Colur ibia many problems of access to 
care, many of which are either in the process of being addressed or 
have recently been addressed. However, these are not unusual to 
the District of Columbia. Such problems exist around the country. 
And we hear stories about them weekly. Others have documented 
them as well. 

Mr. Weiss. You stated that the financial barriers to prenatal 
care are the most important. What are the other major barriers to 
care? 

Ms. Hughes. Well, as I indicated earlier, there is a seri'5s of 
them, including lack of transportation to care, lack of child care, 
clinic hours that make it impossible for a woman who is working to 
seek services unless she takes off from work and then forgoes 
income during that period, providers that will not accept Medicaid 
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recipients and uninsured women, as well as lack of providers in 
communities, as I described in upstate New York. 

Mr. Weiss. And, in your opinion, why has there been no progress 
in reducing infant mortality and increasing access to prenatal care 
since 1980? 

Ms. Hughes. Well, there are a variety of factors. The first is that 
there has be3n a dramatic increase in the number of Americans 
who have no health insurance, and that in turn is a function of a 
variety of things that I am happy to go into detail about, but are 
already described in my testimony. 

Second, there has been a dramatic increase in the proportion of 
Americans who are in poverty. This is important because people 
who are in poverty are more likely to be uninsured and more likely 
not to have access to health services. 

Finally, there has been a series of reductions in funding for key 
maternal and child health programs, most of which occurred be- 
tween 1981 and 1982. We are just now returning to funding levels 
that resemble pre-1981 levels. The modest increases are important 
and good, but we need to go much further because programs cur- 
rently cannot meet the existing need. Moreover, as we have re- 
turned the funding levels to pre-1981 levels, the pool of women that 
need the care has greatly increased due to rising uninsuredness 
and poverty. So, we are only now beginning to make steps in the 
right direction, and we have considerably farther to go. 

Mr. Weiss. Tlir re are a number of studies that indicate that pre- 
natal care can save the Federal Government money. How do you 
feel about 'that? 

Ms. Hughes. That is absolutely true. There is ample evidence to 
demonstrate that prenatal care is an important investment because 
it prevents poor health and unnecessary death. The Institute of 
Medicine in its report of 1985 found that for every $1 spent on pre- 
natal care, another $3.38 can be saved in the first year alone. 
There are other studies that demonstrate that that same dollar can 
save over $11 over the lifetime of a child by preventing the need 
for special education and additional health services. And clearly, 
these are savings not only to individual families, but to society and 
to the Federal Government. 

Mr. Weiss. I understand that many clinics bill patients and only 
later forgive those bills. And in a report that I think you wrote last 
year, you said that 23 State agencies said that one or more hospi- 
tals in the State imposed preadmission cash deposits for women 
who wanted prenatal care. You indicate that in your testimony. 

What is the impact of such practices as that? 

Ms. Hughes. It prevents women from registering before they go 
into labor. It prevents them from having their records at the hospi- 
tal at the time of labor and delivery. And ultimately that means 
that the hospital is ill-prepared to deal with the woman's circum- 
stances. She may be diabetic. She may have other problems. With- 
out her records and advanced notice of her labor, the hospital 
cannot prepare for her condition and, therefore, simply may be 
unable to me^jt her needs, placing both the mother and the baby at 
high risk. 

The other important consideration is that unless a woman is al- 
lowed to preregister, she may not be delivered in the risk-appropri- 
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ate facility. Some women must be delivered in facilities that are 
equipped to deal with a very, very sick infant or a very sick 
mother. If she is not permitted to preregister, she gees to whatever 
hospital will let her in, without the assurances that the services 
and the equipment will be available to meet her needs. 
Mr. Weiss. Thank you. 

Before I yield, let me just indicate that before she left, Ms. Pelosi 
indicated in a note that she had another committee assignment 
that she had to attend, but that she didn't think it would last very 
long, and she will be returning. 

Mr. Lif htfoot. 

M** LiGHTFOOT. Thank you, Mr. Chairman. 

Ms. Hughes, since you are warmed up, we will just stay with you 
for a minute or two. 

Earlier this summer, this subcommittee held a hearing on pa- 
tient dumping, and of particular interest to us at that time yjss the 
implementation of the antidumping provisions. I believe you men- 
tioned them in your opening testimony. 

To your knowledge, have these provisions had any effect in 
making sure that pregnant women are not denied emergency hos- 
pital care? 

Ms. Hughes. In those circumstances where both the hospital 
and/or the patient know about it, it can work. Unfortunately, that 
is not happening enough. Many hospitals, it turns out, are unaware 
of the new law, and many patients are unaware of it as well. We 
heeir of situations where women are denied access to delivery serv- 
ices even when they are in active labor. 

Mr. LiGHTFOOT. I think this was one of the problems identified in 
the hearing that the information was not being disseminated to 
enough people who understood that the emergency room did have 
to give treatment to a pregnant woman. Do you have any sugges- 
tions on what we could do to more or less get the word out, so to 
speak? 

Ms. Hughes. Well, HCFA certainly has a role to play in inform- 
ing hospitals that i eceive Medicare reimbursements about the new 
law, since the law is tied to the Medicare program. I think that 
that would be an important first step. 

Mr. LiGHTFOOT. There have been some recent changes with Med- 
icaid. How do you feel abou^ them? Do you believe these changes 
will reduce any of the financial barriers that have existed to prena- 
tal care? Or what is your opinion on that? 

Ms. Hughes. The Medicaid expansions that seek to make eligible 
larger numbers of pregnant women and infants are essential. It 
has been well demonstrated here I think that pregnant women face 
enormous barriers to receiving care. Medicaid enrollment can fa- 
cilitate access to services. 

Mr. LiGHTFOOT. I represent a rural area, as you are probably 
aware. One of the problems I have with Federal programs in gener- 
al, whether it is prenatal care or the highway fund, is that the for- 
mulas we use at the Federal level basically identify numbers where 
large groups of people are located, but they don't necessarily identi- 
fy problems. We have problems in rural areas with poor women, 
just as you find in big metropolitan areas. 
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I might also say I think the bureaucracy tends to be a little 
better in these rural areas because they are not giv^ . a number 
like you were; they are treated as an individual. And maybe that is 
because of the large masses of ople that you find. 

I guess tills is a parochial question. Now looking at the rural 
areas, the eligibility definitions-— and I think Ms. Longacker was a 
victim of that too — attempt to make something work everywhere 
across the U.S.A., whereas everybody across the U.S.A. are in en- 
tirely different situations. Do you see this as a problem? And if you 
do, do you have any recommendations on what we might do to im- 
prove the definitions because Ms. Ferrell in Washington, DC, is in 
an entirely different set of circumstances than a woman would be 
in my hometown; $8,000 out there will go a whole lot further than 
it will here because I live both places and know. You know, a bar 
of soap that's a buck and a quarter here I can get for 67 cents at 
home. And it mgikes a lot of difference where the money goes. 

Ms. Hughes. Programs should always be designed to meet the 
specific needs of a population, and that is where community in- 
volvement and State and local involvement is essential in design- 
ing programs and setting forth specifications for programs. And I 
couldn't agree with you more. 

Mr. LiGHTFOOT. Well, then that goes back to what Ms. Bass and I 
were discussing, the cooperation between all of the agencies. Feder- 
al, State, and local. Do you perceive that there is discord among 
the agencies that could be worked out? 

Ms. Hughes. There is certainly lots of room for improvement. 
The lack of coordination and the fragmentation that exits in a com- 
munity and amongst Federal agencies is enormous. And there are 
ways of working that out. There are many examples of how com- 
munities have successfully organized services by getting agencies to 
talk to each other and to bring in community members to work to- 
gether to define the programs and to design the programs. It is not 
an impossibility. And it is an enormous problem. 

Mr. LiGHTFOOT. Well, I appreciate all four of you coming this 
morning to discuss this issue^ 1 think we have some new ideas, and 
I would like to ask the chairman, if possible — we normally leave 
the record open for a few days after we close the hearing— that if 
any of you have any recommendations and ideas you think we 
could use to help improve the situation, you be allowed to submit 
that at a later date. 

Mr. Weiss. That is perfectly appropriate. Without objection, th / 
will be done. 

[Recommendations submitted by Ms. Longacker and Ms. Hughes 
are in app. 1, p. 199.] 

Mr. Weisc- Ms. Ferrell, let me again underscore the testimony 
that you gave. It ultimately turned out that you were, in fact, eligi- 
ble for Medicaid. Is that correct? 

Ms. Ferrell. I don't know to this day whether it turned out that 
I was eligible for Medicaid or not. All I know is that Dr. Niles 
talked to the right people, and I had the Medicaid in time for deliv- 



Mr. Weiss. You received Medicaid reimbursement. Is that right? 
Ms. Ferrell. I received Medicaid. Yes. 
Mr. Weiss. Right. 
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But if it had been left just to you, without the benefit and assist- 
ance of your doctor, as far as you were told, you were not qualified. 
You were not going to receive Medicaid assistance. 

Ms. Ferrell. I would not qualify for it at all. 

Mr. Weiss. How did you happen to find your doctor? How did you 
get to him? 

Mi5. Ferrell. How did I find the doctor originally? 

Mr. Weiss. Dr. Niles. How d'd you get to him to begin with? 

Ms. Ferrell. I don't imderstand. 

Mr. Weiss. How did you learn that Dr. Niles would be your 
doctor even though you weren't assured of being able to pay him at 
that point? 

Ms. Ferrell. Well, he felt that all women should have prenatal 
care. And he said that we would be able to work something out. 

Mr. Weiss. Where did you hear about him? How did you hear 
about him? 

Ms. Ferrell. Through a service, where you dial the number 
"DOCTORS." 
Mr. Weiss. Say it again. 

Ms. Ferrell. The number that is on the TV— "DOCTORS." You 
dial "DOCTORS" and they give you a list of various doctors in your 
area and the description of the doctor and his personality and the 
people that he woriis with. That's how I found him. 

Mr. Weiss. So, you saw an announcement on television? 

Ms. Ferrell. Yes. 

Mr. Weiss. Is that right? 

Ms. Ferrell. Right. 

Mr. Weiss. And you made the call, and you were lucky enough to 
get a doctor who then was able to help you. Is that right? 
Ms. Ferrell. Yes, that's right. 
Mr. Weiss. OK, thank you. 

Mis. Longacker, did you attempt to get the assistance of anybody 
else, any agency or private voluntary organization to provide any 
help to you when you found out that you didn't have any coverage 
at all, or were you left more or less to your own devices at that 
point? 

Ms. Longacker. No, I didn't. I was so discouraged, I just gave up. 

Mr. Weiss. Ms. Hughes, in a report that you wrote earlier this 
year, you stated that malpractice insurance premiums have dis- 
couraged many oh-gyns from providing care to poor women. Would 
you expand on that just a bit? 

Ms. Hughes. There are numerous studies that survey obstetri- 
cians and their participation in the Medicaid program, and many 
have indicated that they will not serve Medicaid-eligible women for 
reasons related to the malpractice insurance premium costs. 

Unfortunately — that low participation in these cas is i? usually 
bcised on an assumption on the part of many obstetricians that 
Medicaid-eligible women are more litigious and therefore will con- 
tribute to higher premium costs for themselves and put them at 
risk of bein| sued. It is true that low-income women are generally 
at higher risk, and therefore potentially at higher risk of poor 
pre^ancy outcomes. However, there is no evidence to suggest that 
low-income women actually ^ue more than non-low-income women. 
And in fact, all evidence points to exactly the opposite conclusion. 
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For example, poor women traditionally receive services that often 
can be described as substandard and they therefore may not have a 
sense of what a positive medical experience might be, and therefore 
have no grounds from which to evaluate when they have been 
treated poorly* 

^ Second, low-income women are likely to have a very difficult 
time finding a lawyer who can represent them. This relates, Ji 
part, to the rules governing legal services attorneys. Legal services 
attorneys are not permitted to accept m^practice cases unless it is 
demonstrated that the individual was unable to get pro bono work 
from someone else. 

Finally, the evidence against the notion that low-income women 
sue more is based on common sense, which says that many claims 
or awards are based on potential earnings of the claimant. And 
low-income families clearly have limited earnings or potential 
earnings and, therefore, the awards are not as great as for other 
individuals. 

All of those factors discourage attorneys from representing Med- 
icaid-eligible women. And all of these things I have just enumer- 
ated are counter to assumptions that low-income women actually 
sue more. 

Mr. Weiss. Thank you all very, very much. It was excellent testi- 
mony, and provided a great deal of help to this committee in its 
deliberations. We appreciate your taking time from your schedules 
and traveling the distance that you did, Ms. Longacker, to be with 
us. Thank you very, very much. 

Ms. Longacker. Thank you. 

Mr. Weiss. Our next panel of witnesses includes Richard Fogel, 
Assistant Comptroller General of the General Accounting Office, 
and he will be accompanied by James Linz, group director of the 
Human Resources Division of GAO, and Martin "^andry, evaluator 
in charge from the GAO Atlanta regional office. 

Before you take your seats, if you will raise your right hand? 

Do you affirm that the testimony you are about to give will be 
the truth, the whole truth, and nothing but the truth? 

Let the record indicate that each of the witnesses responded in 
the affirmative. 

Let me thank you for the excellent report which is being re- 
leased today and for joining us today. 
Mr. Fogel, we will begin with you when you are ready. 

STATEMENT OF RICHARD FOGKL, ASSISTANT COMPTROLLER 
GENERAL, HUMAN RESOURCES DIVISION, GENERAL ACCOUNT- 
ING OFFICE, ACCOMPANIED BY JAMES LINZ, GROUP DIRECTOR, 
HUMAN RESOURCES DIVISION, AND MARTIN LANDRY, EVALUA- 
TOR IN CHARGE, ATLANTA REGIONAL OFFICE 

Mr. Fogel. Thank you, Mr. Chairman. 

I would like to introduce my colleagues. Jim Linz is on my right, 
and Martin Landry is putting up some charts to help visually por- 
tray what we are reporting to you today. 

We are very ^leased to be here to discuss the results of our 
report issued to the subcommittee on problems encountered by 
Medicaid recipients and uninsured women in obtaining prenatal 
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care. Our report is based on the results of interviews with 1,157 
Medicaid recipients and uninsured women and analyses of appro- 
priate medicm records to determine the number and timing of 
their prenatal care visits and the barriers they perceived as pre- 
venting them from obtaining care earlier or more often. 

We did our interviews and analyses in 32 communities in 8 
States. There is no doubt that the costs of inadequate prenatal care 
are high in terms of both infant mortality and increased health 
care cost. As you noted, more than $2.5 billion is spent annually on 
neonatal intensive care services primarily to low birthweight 
babies. According to the Institute of Medicine, for every dollar 
spent on prenatal care for high-risk women, such as those we inter- 
viewed, over $3 could be saved in the cost of care for low birth- 
weight babies. 

In 1980 the Surgeon General set out specific objectives for im- 
proving infant health care and reducing infant mortality by 1990. 
From the results of our work, it appears unlikely that the Surgeon 
General's goal will be met by 1990, particularly for the approxi- 
mately 26 percent of women of child-bearing age who lack private 
health insurance. 

Of the women we interviewed— and this is shown in the first 
chart that we have up — about 63 percent obtained prenatal care we 
considered insufficient because they did not begin care within the 
first 3 months of their pregnancy or made eight or fewer visits for 
care. About 12.4 percent of the babies born to these women were 
low birthwei^t babies. The national average is only 6.8 percent 
And while neither is good, we believe Ihis gives pretty good evi- 
dence that by not receiving adequate care, these women present 
more of a problem for their children. 

Insufficient prenatal care was a problem for all women of all 
child-bearing ages, of all races and from all sizes of communities. 
But those most likely to obtain insufficient care were women ^ho 
were uninsured, poorly educated, black or Hispanic, teenagers, or 
from the largest urban areas. The percentage of Medicaid recipi- 
ents and uninsured women who had insufficient prenatal care 
ranged from 14 percent in Kingston, NY, to 82 percent in Mont- 
gomery, AL. 

In all but two communities studied— again, Kingston, NY, and 
Troy, AL — a higher percentage of privately insured women ob- 
tained adequate care. Now, this is what this chart shows. Overall, 
81 percent of privately insured women studied in our 32 communi- 
ties obtained adequate care compared with 36 percent of the 
women on Medicaid and 32 percent of the women with no health 
insurance. So, there was a very big disparity. 

We asked the Medicaid recipients and the uninsured women 
interviewed what kept them from obtaining prenatal care earlier 
or more often. Barriers to early or more frequent care varied ac- 
cording to such factors as age, race, and size of community with 
about half of the women interviewed citing multiple barriers. But 
three barriers predominated in virtually every demographic group 
of women: lack of money to pay for care, lack of transportation to 
the pi ovider of care, or lack of awareness of the pregnancy. 

The importance of these three and other barriers differed, how- 
ever, by community. For example, none of the women interviewed 
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iv. Birmingham, AL, cited lack of money as the most important 
barrier — that is because Birmingham provides free prenatal care— 
v;hereas 27 percent of the women interviewed in Los Angeles cited 
money as the primary problem. In Los Angeles the system charges 
$20 per visit for the firat seven prenatal care visits. 

Transportation was more frequently named as a barrier in rural 
and midsize cities that lack public transportation systems. 

Over 25 percent of women in 5 midsize communities said that 
lack of awareness of the pregnancy was the most important barrier 
to prenatal care, while less than 10 percent of women in 5 other 
similar size communities cited this barrier. 

Because of such differences, programs to overcome barriers to 
prenatal care need to be tailored to meet the needs of individual 
communities. In that regard, we strongly support what some of the 
members of the previous panel said. Each community must look at 
its situation to determine what specific barriers it has that must be 
overcome. 

Federal funds are available to assist States and communities in 
such efforts. Specifically, States can extend Medicaid eligibility to 
pregnant women tvith incomes up to the Federal poverty level. And 
as of today, about half of the States have done so. We found that 
Medicaid coverage reduced from 23 to 10 percent the significance of 
lack of money as a barrier to prenatal care for women we inter- 
viewed. CBO has estimated that the f ederal Medicaid cost would 
have increased about $190 million in fiscal year 1987 had all States 
expanded eligibility. 

States can extend Medicaid coverage to pregnant women while 
their Medicaid applications are being processed. Of the Medicaid 
recipients who lacked money as a barrier to care, most said they 
encountered problems in establishing eligibility. And this could 
delay women receiving prenatal care services under Medicaid. CBO 
estimated that presumptive eligibility, as it is called in the jargon, 
would only cost the Federal Government about $6 million over a 3- 
year period. But as of June 1987, no States had implemented pre- 
sumptive eligibility primarily because of administrative problems. 
And we have recommended that the Secretary of HHS through 
HCFA start working with the States to try to resolve those types of 
problems. 

States and communities could allocate additional Maternal and 
Child Health Care block grant funds to prenatal care semces. 
Such funds could be used, among other things, to fund educational 
and outreach services to get women into prenatal care earlier and 
to provide transportation services to help them get to a health care 
provider. 

Another solution suggested by some is to increase Medicaid reim- 
bursement rates for maternity services to encourage more private 
practice physicians to accept Medicaid patients. Few of the women 
we interviewed, however, had problems finding a health care pro- 
vider to see them. Specifically, about 61 percent ob.tained care at a 
hospital or public health clinic. Only 2 percent of the women who 
obtained insufficient care cited difficulty in finding a doctor as the 
most important barrier to earlier, more frequent care. 
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In addition, the participation rate of ob-gyns in Medicaid is low, 
ranging from about 6 percent in the South to about 11 percent in 
the West as of 1984. 

[Subsequent to the testimony, GAO learned that the study it 
cited noting participation rates of ob/gyns in the Medicaid program 
was incorrect. The correct percentages of ob/gyns accepting Medic- 
aid patients as of November 1984 are: Northeast, 66.2 percent; 
North Central, 69.2 percent; South, 60.4 percent; and West, 63.1 
percent.] 

Mr. FoGEL. Although increased reimbursement might expand the 
choices of providers available to Medicaid-eligible women, an im- 
portant goal, it would not in our opinion be the best use of limited 
resources. Expanding Medicaid eligibility would in our view do 
more to expand access to care. As I previously mentioned, for every 
dollar spent m providing prenatal care to high risk women, such as 
those we interviewed, over $3 could be saved to reduce neonatal in- 
tensive care costs. 

This concludes our testimony, and we would be pleased to re- 
spond to any questions. 

[The prepared statement of Mr. Fogel follows:] 
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SUMMARY 



More than $2.5 billion is spent annually on neonatal intensive care 
services in 'the United States, primarily for low birth-wei<jht 
babies. Babies born to women who received no prenatal care are 
three tiipes more likely to be of low birth weight than those whose 
mothers received early care. According to the National Academy of 
Sciences' Institute of Medicine, for every dollar spent on prenatal 
care for high-risk women, over three* dollars could be saved in the 
cost of care for low birth-weight infants. 

GAO interviewed 1,157 Medicaid recipients and uninsured women in 32 
communities in 8 states to determine the timing and number of their 
prenatal care visits and the barriers they perceiver' as preventing 
them from obtaining care earlier or more often. Of the women 
interviewed, about 63 percent obtained insufficient prenatal care, 
according to the Institute of Medicine's Prenatal Care Index, 
because they did not begin care within the first 3 months of their 
pregnancy or made eight or fewer visits for care. About 81 percent 
of a comparison group of women with private health insurance 
received adequate care. For the Medicaid and uninsured women, 
about 12.4 percent of the babies born were of low birth weight. 
Nationally, about 6.8 percent of births are of low weight. 

Three barriers to earlier or more frequent prenatal care 
predominated in virtually every demographic group of women — lack of 
money to pay for care, lack of transportation to the provider of 
care, and unawareness of pregnancy. The importance of these and 
other barriers differed, however, by community. 

n. comprehencive effort is needed to identify the primary barriers 
in a community, develop programs to overcome those barriers, and 
evaluate their *f ectiveness in improving access to prenatal care. 

Although the solutions must be designed to meet the needs of 
individual communities, federal funds are av^lxable to assist 
states and communities in such efforts. Money spent to expand 
prenatal care services should be more than offset by decreased 
newborn intensive-care costs. 
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Mr. Chairman and Members o£ the Subcommittee: 

We are pleased tc be here to discuss the results o£ our re^^rt^ to 
the subcommittee on problems encountered by Medicaid recipients and 
uninsure^A women in obtaining prenatal care. 



Medicaid recipients and uninsured women and analyses o£ appropriate 
medical records to determine (1) the number and timing of their 
prenatal care visits and (2) the barriers they perceived as 
preventing them from obtaining caro earlier or more often. We did 
our interviews and analyses in 32 communities in 8 states. 

Background 

According to the American College of Obstetricians and 
Gynecologists, every pregnant woman should begin a comprehensive 
program of prenatal care as early in the pregnancy as possible. 
For exam^ lo, a woman with a normal 40-weeK pregnancy should see a 
doctor or other health care provider about 13 times. Early and 
continuing prenatal care plays an important role in preventing low 
birth weight and poor pregnancy outcomes* Babies born to woaen who 
obtain no prenatal care are three times more likely to be of low 
birth weight — 5.5 pounds or less — than babies born to women who 
ob.:iin care early in their pregnancies. Prenatal care is 
especially important for low-income, minority, and adolescent 
women, who are regarded as medically high-risk groups. 

The costs of inadequate prenatal care are high, in terms of both 
infant mortality and increased health care costs. Nearly 40,000 
infants born in 1984 died before their first birthday. The 
approximately 254,000 low birth-weight infants (about 6.8 percent 



J- Prenatal Care: Medicaid Recipients and Uninsured Women Obtain 
Insufficient Care (GAO/HRD-87-137, Sept. 30, 1987). 
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o£ all births) born in 1985 wore aloost 40 times more likely to die 
during the first 4 wesks of life than noraal birth-weight babies. 

More than $2.5 billion is spent annually on neonatal intensive care 
services* primarily for low birth-weight babies. According to the 
Institute ot Medicine* for evory dollar spent on prenatal care for 
high-riak women — such as those we Interviewed— over throe dollars 
could be saved in the cost of care for low birth-weight babies. 

In 1980« the Surgeon General set out specific objectives for 
improving infant health and red ;ing infant mortality by 1990. One 
of the objectives wan to reduce tc 5 percent or less the percentage 
o£ babies of low birth weight. Another objective was for 90 
percent of all pregnant women to obtain prenatal care within the 
first 3 nonths of their pregnancy. However « as of 1965« the latest 
year for which data were available* virtually no progress had been 
made in aeeting these two o'cjectives. For example « the percentage 
of women obtaining prenatal care during the first trimester was 76 
percent- in both 1960 and 1985. 

Host Medicaid Recipients and 
Unmsurea Women Obtained 
Intfuttlclent Care 

From the results of our work, it appears unlikely that the Surgeon 
General's goal will be met by 1990, particularly for the 
approximately 26 percent of women of childbearing age who lack 
private health insurance. 2 of the women we interviewed, about 63 
percent obtained prenatal care we considered insufficient because 
they did not begin care within the first 3 months of their 
pregnancy or made eight or fewer visits for care. About 12.4 



2 According to 1984 data, 17 percent of wonen of childbearing age 
had r.J insurance to pay for prenatal care anc! another 9 percent had 
only Medicaid coverage. 
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percent of the babies born to these women were low birth-weight 
babies. The national average is 6.8 percent. 

Insufficient prenatal care was a problem for women of all 
childbearing ages, of all races, and from all sizes of communities. 
But thost Jiost likely to obtain insufficient care were women who 
were uninsured, poorly educated, black or Hispanic, teenagers, or 
from the largest urban areas. The percentage of Medicaid 
recipients and uninsured women who had insufficient prenatal care 
ranged from 14 percent in Kingston, New York, to 82 percent in 
Montgomery, Alabama. (See attached list.) 

In all but two communities studied (Kingston, New York, and Troy, 
Alabama), a higher percentage of privately insursd women obtained 
adequate care. Overall, 81 percent of privately-insured women 
studied in the 32 communities obtained adequate care compared with 
36 percent of the women with Medicaid coverage and 32 percent of 
women with no health insurance. 

Multiple Barriers 
to Care Found 

We asked the Medicaid recipients and uninsured women interviewed 
what kept then from obtaining prenatal care earlier or more often. 
Barriers to earlier or more frequent care varied according to such 
factors as age, race, and size of community, with about half of the 
women interviewed citing multiple barriers. Three barriers 
predominated in virtutxlly every demographic group ^f women — lack of 
money to pay for care, lack of transportation to the provider of 
care, and lack of awareness of the pregnancy. The importance of 
these and other barriers differed, however, by community. For 
example, 

— None of the women interviewed in Birmingham, Alabama, cited 
lack of money as the most important barrier compared with 27 
percent of the woiuen interviewed in Los Angeles. The 

3 




ERLC 



65 



difference appears to be due to the availability of free 
prenatal care in Birmingham. 

— Transportation w\s more frequently named as a barrier in 
rural and midsized cities that lacked public transportation. 

— Over 25 percent of women in five midsized communities said 
lack of awareness the pregnancy was the most important 
barrier to prenatal care, while less than 10 percent of women 
in five other midsized communities cited this barrier. 

Because of such differences, programs to overcome b^irriers to 
prenatal care need to be tailored to meet the needs of individual 
communities. Federal funds are available to assist states and 
communiti-ss in such efforts. Specifically, 

1. States can extend Medicaid eligibility to pregnant women with 
incomes up to the Federal poverty level. As of June 1987, 19 
states had done so. We found that Medicaid coverage reduced 
(from 23 to 10 percent) the significance of Jack of money as a 
barrier to prenatal care for the women we interviewed. Tlie 
Congressional Budget Office (CBO) estimated that federal 
Medicaid costs would b^ve increased about ?190 million in 
fiscal year 1987 had all states expanded eligibility. 

2. States c^n extend Medicaid coverage to pregnant women while 
their Medicaid applications are btaing processed. Of the 
Medicaid recipients who cited lack of money as a barrier to 
care, most said that they encountered problems in establishing 
eligibility. This could delay women receiving prenatal care 
services under Medicaid. CBO estimated that presumptive 
eligibility would only cost the Federal Government about §6 
million over a 3-year period. As of June 1987, no states have 
implemented presumptive eligibility. 
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3. States and communities could allocate additional Maternal and 
Child Health Block Grant funds to prenatal care services. Such 
funds could be used, among other things, to fund educational 
and outreach services to get women into prenatal care earlier 
and to provide transportation services to help them get to a 
health caro provider. 

Another solution suggested by some is to increase Medicaid 
reimbursement rates for maternity services to encourage more 
private-practice physicians to accept Medicaid patients. Few of 
the women we interviewed, however, had problems finding a health 
care provider to see them. Specifically, about 61 percent obtained 
care at a hospital or public health clinic. Only 2 percent of the 
women who obtained insufficient care cited difficulty in finding a 
doctor as the most important barrier to earlier or more frequent 
care. In addition, the participation rate of OB/gYNs in Medicaid 
is low — ranging from 6.2 percent in the South to 10.9 percent in 
the West in 1984. Although increased reimbursement might expand 
the choices of providers available to Medicaid-eligible women — an 
important goal — it would not, in our opinion, be the best use of 
limited resources. Expanding Medicaid eligibility would, in our 
viev;, do more to expand access to care. As I previously mentioned, 
for every dollar spent in providing prenatal care to high-risk 
women such as those we interviewed, about three dollars could be 
saved in reduced ueonatal intensive care costs. 

This concludes my stateme''*t. We would be pleased to answer any 
questions . 
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Proportiop of Medicaid Recipients and Uninsured Wonen Having 
Insufficient Care^ by Coccaunity 

Percent of Total no. 

women having of women 

Community insufficient care interviewed 

Montgomery, Alabama 82 22 

Brunswick, Georgia 79 24 

Savannah, Georgia 78 23 

New York, New York 76 84 

Selma, Alabama 76 45 

Los Angeles, California 75 212 

Huntsville, Alabama 74 19 

Chicago, Illinois 72 65 

Atlanta, Georgia 69 95 

Bakersfield, California 69 39 

Troy, Alabama . 67 24 

Charleston, West Virginia 66 38 

Columbus, Georgia 65 26 

Buffalo, New York 63 16 

Birmingham, Alabama 57 35 

Clarksburg, West Virginia 56 16 

El Centro, California 53 19 

Bluefield, West Virginia 51 39 

Ukiah, California 50 18 

Sacramento, California 50 26 

Poston, Massachusetts 49 51 

Americus, Georgia 48 23 

Carbondale, Illinois 47 38 

Mattoon, Illinois 47 17 

Rockford, Illinois 44 34 

Peoria, Illinois 42 19 

Bangor, Maine 40 10 

Auburn, New York 38 16 

Syracuse, New York 38 16 

Huntington, West Virginia 24 25 

Auc;usta, Maine 22 9 

Kingston, New York 14 14 

Total 63 1,157 
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Mr. Weiss. Thank you very much, Mr. Fogel. 

It is shocking to me to learn t^' 63 percent of the poor women 
interviewed by GAO received ir^uiilcient prenatal care. I under- 
stand that the numbers are even more staggering in some areas, as 
you have indicated. Would you be more specific? 

Mr. Fogel. I would be glad to, Mr. Chainnan. Attached to our 
testimony is a table that appears in the report. And we have 
ranked the 32 cities in terms of the percent of women having insuf- 
ficient care. As I mentioned, 82 percent of the women in Montgom- 
ery, AL, had insufficient care. Brunswick, GA, was 79 percent; Sa- 
vannah, OA, 78 percent; New York City, 76 percent; Los Angeles, 
75; Chicago, 72; Atlanta, 69; Bakersfield, OA, 69. I am just going 
down the list. Clarksburg, WV, 56 percent; Eureka, CA, 50 percent; 
Sacramento, 50 percent; Boston, 49 percent. It starts dropping off 
fairly significantly when you get to the last three on the list. Hun- 
tington, WV, only had 24 percent with insufficient care; Augusta, 
ME, 22 percent; and Kingston, NY, 14 percent. 

Mr. Weiss. Before we go further, perhaps you would again define 
the terms that were used, because Ithink that at first it is hard to 
pick up the distinctions. 

Mr. Fogel. Sure. 

Mr. Weiss. Would you tell us the distinction between insufficient, 
inadequate, and intermediate care? 

Mr. Fogel. Yes. V/e used the Institute of Medicine prenatal care 
index, which classifies the adequacy of prenatal care by the 
number of prenatal visits in relation to the duration of the preg- 
nancy and the timing of the first visit. 

Using these criteria, we said that adequate care occurs if it begins 
in the first trimester and includes nine or more visits for a preg- 
nancy of 36 or more weeks. So, anything less than that is insuffi- 
cient, which is a combination of intermediate and inadequate care. 
Intermediate care is if it begins in the second trimester or includes 
five to eight visits for a pregnancy of 36 or more weeks. And inad- 
- equate care is if the visits occur in the third trimester or include 
four or fewer visits for a pregnancy of 36 or more weeks. So, the 
worst cases would be those cases where women did not see a health 
crre provider until the third trimester and had four or less visits. 
But we also include as insufficient a woman who saw a physician 
beginning in the second trimester or had eight or fewer visits. 

Mr. Weiss. So that when you have those statistics, as terrible as 
they are, it doesn't necessarily mean that they received no care at 
all, but they received— they had an inappropriate number of visits 
to provide protection for themselves and for the child they are 
pregnant with. Is that right? 

Mr. Fogel. That's correct. 

Mr. Weiss. Now, I know that GAO studied hospitals that are 
somewhat typical of those serving poor women in different regions 
of the country. And I think you said that GAO found that 25 per- 
cent of uninsured women had four or fewer prenatal visits, and 
that many do not have their first visit until the fifth month of 
pregnancy or later. 

If your findings are representative of the Nation--and I realize 
that GAO can't claim with certainty whether they are or not-— how 
would that translate in the numbers of poor pregnant women who 
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receive inadequate prenatal care in the United States and those re- 
ceiving intermediate levels of care? Would you be able to make 
that kind of projection? 

Mr. FoGEL. I think we would prefer not to because we just did 
not take a valid, random national sample. We would be glad, 
though, to take a harder look at that information and see if we 
can't get back to you with some extrapolations. 

Mr. Weiss. And submit it for the record? 

Mr. PoGEL. Yes. 

Mr. Weiss. We would appreciate it if you could do that. 
[The information follows:] 

The wide variation in the percentage of women obtaining irsufUcient care in the 
32 communities studied— from 14 percent to 82 percent — coupled with the method 
used to select communities preclucfes any extrapolations of the data. Because prob- 
lems were identified in all 32 communities, however, we believ« it is likely that a 
problem exists for Medicaid recipients and uninsured women ;n virtually every 
American community. VTiat will vary is the extent of the problem and the types of 
barriers Medicaid recipients and uninsured women face. 

Mr. FoGEL. One thing I would want to say that might help some, 
though, is that we picked the eight States, and then we very con- 
sciously tried to look at communities that included some of the 
largest cities in States, some medium size cities, and some rural 
and smaller cities. Then, in looking at the hospitals in the commu- 
nities, we tried to look at those that were serving basically, as you 
said. Medicaid and uninsured women. And we feel fairly confident 
that the information we found in these 32 communities is sufficient 
to help policymakers look at the extent to which we have a prob- 
lem in this country with providing adequate prenatal care. 

Mr. Weiss. So that although you may not with absolute scientific 
certainty be able to project national conditions on the basis of these 
statistics, you can say that generally they reflect fairly accurately 
what the conditions would be nationwide. 

Mr. FoGEL. That's my belief, yes. 

Mr. Weiss. Now, according to your report, three major barriers 
reported by poor women who receive insufficient prenatal care are 
lack of money, lack of transportation to health care providers, and 
third, the fact that they didn't realize that they were pregnant. 
Many of the women v/ho didn't realize that they were pregnant 
were young and unmarried. Now, o.ace they realized that they were 
pregnant, was prenatal care delayed for other reasons? Can you 
tell us that? 

Mr. FoGEL. I would let either Mr. Linz or Mr. Landry, whoever 
might know the statistics better than me, answer that. 

Mr. Landry. We ibund about half of the women who answered 
with that barrier listed one or more other barriers to their receiv- 
ing prenatal care. Basically these other barriers were spread out. 
The largest one was that 14 women stated they did not want to 
think about being pregnant; 11 stated that they were afraid to find 
out they were pregnant; 10 women stated they didn't have enough 
money to pay for their visits; and on down to 2 or 3. But those were 
the three largest secondary barriers that these women stated. 

Mr. Weiss. OK. 

Mr. FoGEL. I think that tends to indicate that for that group of 
women it is very important to have good education programs and 
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outreach so they understand basically what is going on in their 
lives and how to react to different situations. 

Mr. Weiss. Now, according to your report, about 15 percent of 
women obtaining inadequate prenatal care said they had a long 
delay for appointments?. About 15 percent said they didn't— well, 
let me jrield at this point to Mr. Lightfoot, an^f I will ask that ques- 
tion later on. 

Mr. Lightfoot. Thank you, Mr. Chairman. Isn't it terrible when 
your life is controlled by a little red light? 

Gentlemen, thank you for coming this morning. 

Your report examines some barriers to prenatal care among 
women who live in rural area? and urban areas. And from that in- 
vestigation, what, if any, differences did you find between those 
areas in terms of access to prenatal care? 

Mr. LiNZ. There were significant differences by community, as 
Mr. Fogel went through a little bit earlier. It ranged ansrwhere 
from 82 percent in Montgomery, AL, to 14 percent in Kingston, 
NY. The areas where there was less insufficient care were general- 
ly in New England or rural areas in New York State. 

Mr. LiGHTJOOT. I noticed that the closest State to my State of 
Iowa in your survey was Illinois, which would be pretty typical of 
our part of the country I think. Did you make any comparisons be- 
tween Midwest niral as compared to east coast rural, for exampL? 

Mr. LiNZ. In Chicago it was 72 percent. Most of the other Illinois 
cities we wont to were all grouped around 45 to 47 percent insuffi- 
cient. 

Mr. FooEL. We do have some tables in the back of the report 
that break down the barriers for prenatal care by hospital where 
we interviewed the women in each State. And what we could do for 
you— and I r/ould be glad to provide this in the next couple of 
days— is to take a look. Some of this is pretty detailed. It really 
begins on page 139 if you have ^he report. Appendix XII shov/s bar- 
riers by hospital and shows a breakdown of what was of particular 
concern to people in urban, midsize, and rural areas. 

One thing we did find is that in midsize and in smaller communi- 
ties, lack of transportation was more of a barrier than it was in 
urban areas. 

Mr. Lightfoot. Urban, being available. 

Mr. Fogel. Yes. 

[The information follows:] 

77omen interviewed in midwest rural areas were more likely than women inter- 
viewed in east coast rural areas to cite logistical/health services barriers to care. 
For example, among women interviewed in Carbondale and Mattoon, Illinois, who 
had received insufficient care, one or more cited the following barriers as the most 
important reason for their not obtaining care earlier or more often: 

A lack of transportation to the provider's office. 

A lack of providers in the area. 

An inability to find a provider to care for them, and 

A belief that the wait m the provider's office was too long. 

None of the women receiving insufficient care in east c^ast rural areas (Augusta, 
Maine, and Kingston and Auburn, New York) cited these barriers. However, women 
in east coast and midwest urban areas had several barriers in common. For exam- 
ple, a lack of mone> to pay for care was cited as the most important barrier by 4 of 
the 18 women receiving insufllcient care in Carbondale, by 1 of the 8 women receiv- 
ing insufficient care in Mattoon, and by 2 of the 6 women receiving insufficient care 
in Auburn. Similarly, 4 of the 18 women in Carbondale and 1 of 2 women in Kings* 
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ton who received insufficient care claimed that not knowinj^ they were pregnant 
was the most important barrier to their receiving earlier or more frequent care. 

Mr. LiGHTFOOT. Now, with the three categories, urban, midsize, 
and rural, what criteria did you use to determine these categories 
in terms of population? Was rural 5,000 and below, or what were 
your figures? 

Mr. Landry. Rural areas were those that were not part of an 
MSA as defined by the Census Bureau. That would be cities with 
less than 50,000 population. Generally the cities we picked had pop- 
ulations of 10,000 to 30,000 in the county. Midsize cities tended to 
be about 100,000 to maybe close to a million. And then, of course, 
the five largest urban areas, Atlanta, Boston, New York, Chicago, 
and Los Angeles, were the major urban centers in each State. 

Mr. LiGHTFOOT. The reason I ask— and I am not being critical at 
all of your criteria, but I'm trying to get a handle on it. For exam- 
ple, my district is 27 counties. It s roughly a third of the State of 
Iowa. I have one community that is right at 50,000, and below that, 
if you find 5,000 people in a group, you have run onto one heck of a 
goings-on of some lund. And we have some very serious problems 
with our rural hospitals now, primarily because of the scarce popu- 
lation, which goes back to what I had said earlier. Many times I 
think the formulas we use identify where people are but not neces- 
sarily where the problems are because costs are very high to us, 
arl we don't have a large number of people to spread these costs 
around. 

Very quickly before my time runs out, in your investigation of 
access to prenatal care, did you run into any indications that the 
problem we are facing with medical malpractice have made doctors 
reluctant to provide prenatal care to women? 

Mr. FoGEL, We have looked very extensively at the medical mal- 
practice problem in the United States for numerous committees 
and MenJbers of Confess. In this particular job, we did not go out 
and ask physicians— m this case, ob/gyns— wnether they were will- 
ing to accept Medicaid patients or not because of the malpractice 
problem. However, I would point out, as we said in the statement, 
the participation rate of ob/gjus in Medicaid is very low. It ranged 
from about 6 percent in the South to about 11 percent in the V/est. 

[Subseguent to the testimony, GAO learned that the study it 
cited noting participation rates of ob/gyns in the Medicaid program 
was incorrect. The correct percentages of ob/gyns accepting Medic- 
aid patients as of November 1984 are: Northeast, 66.2 percent; 
North Central, 69.2 percent; South, 60.4 percent; and West, 63.1 
percent.] 

Mr. FoGEL. We have done a lot of work looking at the physicians' 
specialties that have had claims filed against them for malpractice 
suits and what has been paid out. Ob/gyns, for example, represent 
about 5.2 percent of all physicians in tue United States. Yet, they 
were involved in 12.4 percent of all medical maJpractice claims 
that were filed in 1984, Based on a valid, random national survey of 
all claims tiled in 1984. 

Also, in terms of payouts of those involved in claims, about 54 
percent of a*^ the ob/gyns had claims against them. 

I would be glad to provide copies of our reports on this issue to 
both the chairman and you so you could get a better picture of the 
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medical malpractice problem that ob/gyns face. But it is a problem 
for that specialty throughout the United States. 

Mr. LiGHTFOOT. I would appreciate that. I think that will be very 
helpful to both of us. 

I have another commitment I have to run to. FU try and get 
back before we are finished. But thank you, gentlemen, for coming 
this morning. 
Mr. Weiss. Thank you very much, Mr. Lightfoot. 
As I recollect reading the executive summary of your report, you 
seem to indicate that women in rural areas have less of a problem 
of access to care than women in urban areas. Would you expand on 



Mr. LiNZ. I think we have found that there were more problems 
in the major metropolitan areas than in either midsize or rural 
areas. 

Mr. Weiss. Right. Now, tell me, if you can, what is the basis for 
that '^Duclusion? What were the differences? 

Mr. LiNZ. I think it Is more the lack of money as a barrier in 
some of fie larger areas, and transportation was a more significant 
barrier in the rural areas. Some of the awareness and the attitudi- 
nal barriers I think were more prevalent in the larger communi- 
ties. 

Mr. Weiss. It is an Important area of concern for all of us, and 
certainly ia making st'ggestiont, or recommendations as to national 
policy. I would welcome your submitting for the record some ampli- 
fication of those conclusions so that we would have something more 
concrete to go on. OK? 

Mr. FoGEL. Yes. We would be pleased to do that. 

[The information foUowsij 

Even though women in the largest urban communities were more likely to obtain 
insufficient care, we cannot cite specific reasons for this situation becLJse each com- 
munity was unique in terms of the barriers women faced in obtaining prenatal care. 
Our data show that women in similar-sized communities do not necessarily perceive 
the same barriers to care. For example, among women who received insufficient 
care, a lack of money was cited most often as the most important barrier in Los 
Angeles, while women in Atlanta most often claimed they had encountered no prob- 
lem. Similarly, in the rural community of Brunswick, Georgia, over half the women 
receiving insufficient care cited, a kck of money as the m^'or barrier, while women 
in Trey, Alabama, most often cited a lack of transportation. Further, most of the 
women we interviewed who had obtained insufficient care faced multiple barriers to 
care. Specifically, 65 percent of those in rural areas cited two or more barriers, as 
did 60 percent in the largest urban areas and 59 pei <^nt in midsizs communities. 
The community-by-community variation in barriers, as Arell as the fact that women 
face multiple barriers, suggests that solutions must be individually tailored; what 
works in one urban or rural area may not be appropriate for another similar-sized 
city. 

We did note that the problem of insufficient care was more significant in some 
demographic groups. Specifically, we found that women who were poorly educated, 
uninsured, Hispanic, black, or under 20 years of age were most likely to obtain in- 
sufficient care. Higher percentages of these women were interviewed in the largest 
urban aread, even though the total number of interviews was fairly evenly distribut- 
ed among women in the largest urban, other urban, and rural areas. Among all 
women interviewed, 75 percent of those who had less than an 8th grade education, 
56 percent of the uninsured, 85 percent of the Hispanic women, 42 percent of the 
black women, and 39 percent of the teenagers (19 years of age or less) were in the 
largest urban areas. 

Mr. Weiss. Good. Thank you. 
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Now, according to your report, about 15 percent of women ob- 
taining inadequate prenatal care said they had a long delay for ap- 
pointments. About 15 percent said they didn't know where to go for 
care. And about 15 percent had difficulty finding a physician or 
health care provider who would accept them as a patient. Are 
these overlapping responses, or should these three responses be 
added together to determine problems in finding health care pro- 
viders? Because, if so, it becomes a rather frequent response and 
may suggest the need to increase Medicaid reimbursement rates. 

Mr. FoGEL. We asked them very specifically what barriers they 
felt they had. And they were able to make a distinction among 
th<^ three. I think cumulatively, if you look at them, you could 
arrive at the conclusion you did. However, most of the women that 
w9 talked to did not spy that trouble finding a provider was the most 
important barrier to care, only 2 percent. And I don't want to 
minimize for those 2 percent the seriousness of %e problem. . 

[Mr. Fogel subsequently clarified his response for the record: 
Finding a provider was the most important barrier to care for 2 
percent of women obtaining intermediate care and 4 percent of 
those obtaining inadequate care. While finding a provider was not 
the most important barrier most women faced, it was a significant 
problem with 15 percent of women who received inadequate care 
saying they had a problem.] 

Mr. Fogel. But where we c jme down on increasing the Medicaid 
reimbursement to the ob-gyns is that it would be desirable, if you 
are looking at a limited amount of money that we could put into 
this program to expand prenatal care, to see the States increase 
the Medicaid eligibility level so that at least they could bring in 
women up to 100 percent of the poverty level. 

And unfortunately, we have a chart in the report that shows 
that none of the States that we were in, if you even looked at medi- 
cally needy, let alone AFDC eligibility, had their eligibility at ICO 
percent of the Federal poverty level. Well, I take that back. Califor- 
nia's medical needy eligibility standard was almost 109 percent of 
the poverty level. But Georgia's was only 45, Illinois' was only 60, . 
New York was 81, Massachusetts was about 87, and Alabama 
didn't even have a medically needy program. 

So, we think it- is more important to get those States thai haven't 
to get the eligibility level up to a minimum of 100 percent of the 
poverty le/el. And it might be more beneficial to do that initially 
than to increase the amount of money for ob/gyns if you are deal- 
ing ^th a limited supply of funds. 

Mr. Weiss. Well, the reason I asked the question is because I 
take the statistics that I just cited about the cumulative 45 percent 
as reasons for failing to obtain adequate prenatal care and then 
couple that with the figures that you cited before that the percent- 
age of ob/gja\s who accept Medicaid patients ranges from as low as 
6 percent to as high as 11 percent. Were you able to determine or 
did the study try to determine what the reasons were for that low 
rate of involvement in the Medicaid program? 

Mr. LiNZ. The problem I don't think is limited to prenatal care. 
There is a low Medicaid participation rate for all medical special- 
ties. It may be more severe for ob/gyns, but there are nursing 
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homes that won't participate. Medicaid reimbursement rates are 
low. 

Mr. Weiss. Well, that's right. But again, I don't have the figures 
at my fingertips. But I would think that the 6 percent to 11 percent 
range of participation is extremely low. And I would think that you 
would want to get some determination firom those doctors or from 
the specialty itself as to the reasons why. I think you indicated 
that malpractice may be one of the reasons. But I would assume 
that Medicaid would be one of the reasons as well. And the ques- 
tion is how significant a reason is it. 

Mr. FoGEL. I would agree with you. I would ascume it would be. 
We don't have the answer as to how significant a factor it is in 
those physicians' decisions not to pax'ticipate in the program. 

Mr. Weiss. Now, you recommend in the report that there be 
better access to free prenatal care, which you state would be ccjt 
effective. Do you think that such care could actually pay for itself 
in terms of money saved for neonatal intensive care and money 
spent on special services for physically and mentally disabled chil- 
dren? 

Mr. FoGEL. We have not in the GAO done an independent benefit 
cost study, but the studies we have reviewed say it is cost benefi- 
cial. Primarily we are relying on the Institute of Medicine's study 
which was very conservative. Other studies have estimated that 
you could save frc^i $2 to $10 in neonatal costs by putting money 
into prenatal care. 

The House Budget Committee used the Institute of Medicine 
analysis. And so, they used the 3.38 to 1 ratio. So, we are willing to 
stick with that and believe that it would be cost beneficial to put 
more money into prenatal care. You are going to have healthier 
babies that are going to have less problems. And especially if you 
are dealing with ^vomen who are either on Medicaid or don't have 
insurance, and you look at their socioeconomic status, as we tried 
to do, you can assume that the healthier their children are the 
better probability is they can learn better, get a better education 
and really develop to the fullest extent later on in life. 

Mr. Weiss. You inuicated earlier that Birmingham? Alabama pro- 
vides free prenatal care. Is that a State funded, local funded, or 
federally funded program? Who pays for that? 

Mr. FoGEL. Well, it's a local program, but from previous work we 
have done, looking at how all the block grants that were imple- 
mented in States as a result of the 198^. Reconciliation Act, it was 
very clear to us, for example, in looking at the Maternal and Child 
Health block grant and in the Preventive Health Cnre block grant, 
that once the Federal moneys go to the State and then down to the 
local level, there is a lot of comingling of funds. So, although it was 
a local decision, my assumption is that there probably is some Fed- 
eral money through some of the block grant programs helping the 
Birmingham community fund that program. 

Mr. Weiss. But it is quite clear that the free prenatal care pro- 
graici ultiirately ends up saving money for all three levels of gov- 
ernment. 

Mr. FoGEL. I would agree, yes. 

Mr. Weiss. Right. And the statistics are rfcai!y very, very impres- 
sive, and it seems to me that again all three levels of government 



ERLC 



75 



ought to be encouraging the provision of free prenatal care. That 
comes through very clearly from the report that you have submit- 
ted—that it is all gain and no loss, and it is all very significant 
gain for everybody all around. 

Mr. PoGEL. Well, I would personally tend to agree with you. CBO 
showed that it would only cost $190 million to the Federal Govern 
ment if all of the States raise their eligibility standard up to 100 
percent of the poverty level. And in the context of overall budget 
decisions, that is not a lot of money to spend up front to get a very 
good return on that investment later on. 

Mr. Weiss. The report also criticizes the lack of information 
about the effectiveness of prenatal programs that receive Federal 
funds. The California Job Access Project seems to be an exception. 
And as a result, California has made major changes in their prena- 
tal care programs. 

What kinds of evaluations do you think are needed nationwide? 

Mr. FoGEL. Well, first of all, what we would like to see is for 
HHS to expand its efforts to encourage the States to report on the 
results of 'ipecific projects. We would like to see HHS then take 
that information and through a series of efforts look at best prac- 
tices and disseminate those results to other people. So, the type of 
evaluations we want first is more to be done to assess what is going 
on at the local level so that other communities and States can ben- 
efit more from the experiences in other places of the country. 

And there has been, unfortunately, in the last 6 to 7 years a 
dearth of good evaluation information on what is happening in 
lot of these programs around the country. There are some very 
good things happening in some local coumunities, but other com- 
munities don't know about it. And we would like to see the Health 
and Human Services Department take a little more aggressive 
stance in trying to collect and disseminate this information. 

Mr. Weiss. The report also suggests the need for expanded tech- 
nical assistance to communities in reducing barriers to prenatal 
care. What type of technical assistance is currently available from 
HHS? 

Mr. FoGEL. They have specific programs through the public 
health service where they will go out. That would be a good ques- 
tion to ask Dr. Helms in more detail. 

But the type of technical assistance we have in mind is sort of 
reflected in what we did in our report. It gets to the issue of help- 
ing the community really understand what the barriers are in the 
community, and then helping it design a program to really attack 
those barriers. In other words, just as we pointed out, with some 
rural communities sor e of the people in those communities 
thought that lack of knowledge was a problem. But in other rural 
communities that wasn't a problem. So, the community has to be 
able— and again this could be with the help of HHS or funding 
things through the State university systems— to design some stud- 
ies to really find out what the barriers are so it can focus the ex- 
penditure of funds, not just attack it broadly, but really zero in on 
what the key problems are to address. 

Mr. Weiss. On a similar note, the report criticized the lack of dis- 
semination of information about studies that are conducted v/ith 
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Maternp' and Child Health Services block grant funds. Does the 
current law provide money for dissemination of that information? 
Mr. FoGEL. Vcs, it does. 

Mr. Weiss. Well, again, I want to express my appreciation to you 
and to the Greneral Accounting Office for the excellent report 
which you have provided and for your participation in today's 
hearing. We may be submitting additional questions to you in writ- 
ing from either the subcommittee or individual members of the 
subcommittee, and we would appreciate your response to those 
questions. And ;'gain, we want to thank you for your participation. 

Mr. FoGEL. Thank you, Mr. Chairman. We enjoy working with 
the subcommittee on this and all the othet projects. 

Mr. Weiss. Thank you. 

I would like then to welcome our third panel, which will include 
Dr. Charles Johnson, director of the Public Policy Resources Labo- 
ratory of Texas A&M University; Sarah Brown, study director of 
the Committee on Prenatal Care of the Institute of Medicine; and 
Dr. Stephen Havas, acting commissioner of the Massachusetts De- 
partment of Public Health. If I mispronounce any names, please 
forgive me and correct me. 

Before you sit down, if each of you will raise your right hands. 

Do yru affirm that the testimony you are about to give will be 
the truth, the whole truth, and nothing but the truth? 

Let the record indicate that each of the witnesses has responded 
in the affirmative. 

Let the record also indicate that Ms, Hess was also sworn in. 
Would, you give us your full name? 

Ms. Hess. My name is Catherine Hess. I am also with the Massa- 
chusetts Department of Public Health. 

Mr. Weiss. Fine. Thank you veiy much. 

Dr. Johnson, I think thet we will begin with you. And again, our 
appreciation to you for the work that you have done and for 
coming before the subcommittee today. 

STATEMENT OF CHARLES D. JOHNSON, PH.D., DIRECTOR, PUBLIC 
POLICY RESOURCES LABORATORY, TEXAS A&M UNIVERSITY 
Dr. Johnson. Thank you, Mr. Chairman. 

I am Dr. Charles Johnson, and Fm very pleased to testify on this 
extremely important issue. I am the director of the Public Policy 
Resources Lab and a full professor at Texas A&M University. 

For the past 2 years, I have been involved with a 10-State 
project, the results of which are only just now available. The 
project was focused on the identification of unmet need for prena- 
tal care. It was funded by the Division of Maternal and Child 
Health, and a detailed account is available in my written state- 
ment. I will summarize that more lengthy statement in the next 
few minutes. 

States included in the effort were Arizona, California, Michigan, 
New Mexico, New York, Oklahoma^ Oregon, Rhode Island, South 
Carolina, and Texas. These States account for approximately 38 
percent of all births in the Nation and a similar proportion of 
infant deaths. The project grew out of the need of these States to 
accurately identify the number of women having difficulty access- 
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ing care, and also in reaction to the inadequacy of available dath 
for providing an answer to that question. 

In terms of specific methodology, we surveyed women after tus/ 
had delivered but were still in the I*ospital. The women were asked 
a number of questions about the prenatal care they received, how 
they paid for care and so forth. 

There were several hundred hospitals involved across these 10 
States, as you might imagine, as well as State medical societies and 
hospital^ associations. All of these organizations were extremely 
helpful in this t,. ^rt. I think the support of these groups is reflect- 
ed in the fact thai most of these States had over 90 percent hospi- 
tal participation i'- the projeci. Participation rates by the women 
themselves were in the 80 percent range across the States. 

I might point out parenthetically that in a study of this type, a 
50-percent rate is regarded as very good. Consequently, we were de- 
lighted with the support and response. There were approximatelv 
13,000 total respondents in this study. 

Based upon this high response rate and the particular questions 
asked, we feel that this is probably the best current source of infor- 
mation on how pregnant women of various income levels pay for 
the prenatal care they receive. The most important information is 
included in the tables at the conclusion of the written statement. 
These tables show for each State the percentage and number of 
women who have neither insurance nor Medicaid at each of the 
various poverty levels. 

To summarize the results quickly, across the 10 States we esti- 
mated that there are approximately 158,000 women living in pover- 
ty—that is to say, below the 100-percexit poverty le .1— who have 
neither Medicaid nor private insurance to pay for prenatal care. At 
the 185 percent poverty level, this number moves to 25l,000. These 
are need levels which are both real and substantial, but they are 
also within the realm of numbers that can be addressed. 

The solution seems to be a broadening of the availability of pre- 
natal care for these women. We oroject that if you were to serve 
every woman in need across chese 10 States, provide them with a 
$400 package of prenatal care services, the costs would range from 
$63 million to $100 million depending on the eligibility cutoff se- 
lected, whether it was 100 or 185. Full services, including delivery, 
would range from $190 million to $300 million for this same group. 

As has been indicated in prior testimony, I think we are already 
paying the cost of not having done this, by way of extraordinary 
neonatal intensive care costs and additional costs beyond the first 
year in terms of special education, handicapped services, and addi- 
tional health care. 

^ So, in conclusion, I feel that this is an impoiiant problem, but it 
is also a nroblem with a solution. And I am hopeful that the solu- 
tion will be acted upon. Thank you. 
[The prepared statement of Dr. Johnson follows:] 
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x« mg a xj ta' iu n 

Bus report describes the procxdares and results tram the Multi-State 
PJOTatad Nfeeds Determination ftpject (MSH©) . Bie priuary objective of the 
M5FND project was to provide partLcipatirg states with the laethodology and 
technical a^sistancae nacessary for develcpiitg estijaates of xxrset need for 
prenatal care in their state. As will be disaissed in more detail later, the 
priraary method enployed involved a seoiple survey of postpartum wonen 
delivering in rJl ho^itals with active obstetrical tmits. ihls * --sneral 
objective entailed a noBber of specific acAiWUes, inclveiiq colle-:drg 
Infomation deecribing existing archival data systems, preparing a 1 terature 
review concerning jaotemal and child health needs assessBfint, prwiaira 
tecimical assistance and ccaoducting site vlsi'^, hoetin^ i* naticnal 
ocxiferenoe, and develcplng estimates cf unnet need for prenatal care thrctgh 
the construction and analysis of a database enploying data elcoKits occr^vi to 
the pos^artm surv^ in eddi state. 

zx« nczoR R2S&RICa 

Direct aarveys of the target grocp of interest hawe iKrreral advanteoes 
ever social indicator (e.g., vital statistics and census data) arnroadies 
Cfrbrheit and BeU, 1S83). First, the investigator undertakiiq the needs 
assGssoent has the ability to select variables that directly reflect the goals 
of the needs assesaaent. UhliJoe social indicator a^^aroached, the needs 
assessaaent can include all V-""lobles of concern that nay iiipact tmon 
eligibility and geugr^phic di&xributicn of need, thus avoiding the use of 
frequently inaoairate •♦proxy" measures. Secondly, dtr^u-c survey data Is 
oollect ed ^*en needed, rather than aocxKrding to a schedula unrelated to 
program needs* By* primary tap o ral constraint percains to the rapidity with 
whicii the survey effort itself can be iaplemotted and ccnpleted* ihird, 
because a single ocaprthensivB datacasa is creatad froa a survey needs 
asse=3anent, it is easy to examine relationships among different variables, 
v4iich is a major shortcoming \jhen simultaneously ennlcying two social 
indicator databases. 

The major disadvantage of direct surveys are cost axxl effort, which may 
account for their relative scarcity. Also, when conducting direct survey 
needs assesanents it is inpoctant to establish sanple rganesentativeness. Ihe 
burden of doomienting sanple validity does not exist with EEaiy social 
indicators btjcause they typically reflect the population experience. 
Nevertheless, the increased flexibility and accuracy of the data produced by 
direct surveys »ay, in many instances, justify the additional effort axxl 
expense needed to collect the data and establish sanple --^jresentativene&s. 

zn* sxss vzsiis xx> coHBoiaxnaKB 

A major aspect of MSH© activity was the task of visiting each of 
participating states. An initial purpose of the site visits was to establi^ 
linkages in ocianinicatiai between the states and M5FND staff, site visits 
provided an ciportunity for I^SHID staff to confer with key vai leaders in eadi 
state, to review existing data systoas, and to b^in to formulato an 
understanding of local and regional insues and problons. 
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Ibe results of the initial visits to the states was very enoouraging. A 
oc3nsensus around the direc± survey neUxxkalogy seaood to golday easr^e. In 
fK±, in nny states the initial site visit include ^»cific discussion of 
the survey instnvent, garnering suppotct of the hoepital association and other 
ioey carganizations, and pceliainozy dovelopnent of sa&|ai"g strategies matched 
to i*^r*'^"^^^ states' situation. Typically, additional telejiicnic 
ooneultation ooa^rred following the site visits* It vas important to piovide 
states with neoeaygrry infaraation fdr farther refinenent of surv^ e^ctivities. 



37* m WJKVJU mnsMUff 

m Older to adequately aooocfg umet need, it is in^nrtant to include 
itoDS on a variety of deaogra^tiio and health service variables within the 
survey* Tnmy\ iijiiJi variables, such as age, race and eA^aition should be 
included in order to describe the Giiaracteristics of wceien in need, as weHl as 
to peiaxt caparisons %rith population besed vital data, mfooaation 
oonoezning inocne, scuroe of p a yBant for care, and family size is critical 
«hen considering need for nans tested p re na t a l care prograns, mcrae and 
fanily size can be used to u a njnr e pomity status. Source of poysent 
for care can be used to disce&i the level of ifadicaid utilization, coverage by 
private health insuranoe, ax4 those not bavii^ aooess to third pei.ty payment 
systens. mfdraatlcA oonoendng < j e<:j gra|;hic al locations, such as zip codes and 
county, Ib ±Hports^^ fdr dstexBining the location of tsnet need* Finally, 
infdraation concerning psnenatal care, sixh as iizber of prenatal visits and 
\i»n caxe began, is ipportant for developing care profiles for the a^sgroup in 
need* ihe collection of data of this ^e can peradt a more precise 
sqpecificatlai of vcnen in need of care. In the original <i«e. , 1984) Michigan 
eKperienoe, it was possible to separate voaen who had insurance frcm wooaen wt«o 
were on Medicaid or vonen who fell bebueen ti»se t»o sources of care. In this 
wey, a cl3arly laiderserved gr**^ was i/jientified, sctetantial infomation about 
the denograihlc characteristics of tiiiii group aid tiieir dif f icultiies in 
aooessii^g care vsre also available. 

Obtaini^ a ropTBscntative sanqpOic and specifying survey adsdnistration 
prajedures «eL.e Inivirtan t data collection considerations. Ty*z survey plan, as 
intzodjcad to tbj rfia±icipat<ng sttftes, called for adoda^ ;tering the 
instrvBDent to all wonen delivering in ctdtetrical units within a specified 
seven-day tize interval* 

A prac^JBtic step-by-step methodology, for conducting a maten^ se^;vioe 
neecb^ nos e sffliw n t survey was develcped and pre /ided to states during site 
visits. Ihis dcx»ent, along with assurances of the low cost and moderate 
effort involved, were helpftil in convincing states of the value of this 
method. Figure 1 represents a flotf chart of the survey methodology process, 
llhese materials were umd daring site visits to outline to participating 
states the e^cact procedures necessary to conduct a needs assessment surv^. 
(Xher technical assistarce mterials Included: a step-by-step list of survey 
procedtjxes, eocasples of survey materials mailed to hospitals, major points 
covered in hoqpital cover letters, instructions to hospital staff for 
collecting oapleted qoestiomaires, contact person posccud, transmittal 
shaets, fcUcv-ip call logs, protocols for occiducting hospital follciiMip call, 
and a problem solving cheddist* 
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Figure 1 
Process Flow Chart 
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V, scMgoor or ce scsersi iMFizacanxnoK 



fUie ten participetting states induied: Arizona, California, New Mesdoo, 
r w York, CSdabana, Oregon, Btoode Island and South Carolina. TabOel provides 
, sunnary of survey inpLementatlon. For each state in the MSFND project 
several ia|X3rtt\it issuos arb illustrated. Ihese issues indvkded state 
sp&cilic potpo&w; for the survey, the survey instrument, key organizational 
support, tiisefraiDe, sanpling strategy, ho^ital and patient participation, 
representativeness, anrl data entry and analysis. 

Although there was some variation regarding purposes of the survey among 
states, several r^^ y thenes eoierged: assessing need for ^seclfic 
service prograns^ provixiing infonoation for use in legislative deliberations, 
collecting data for use in !CH block grant applications, providing nesj 
infooation about the barriers to accessing prenatal care and learning about 
parl-i^'l'tt* hi^ risk subgroups of pregnant vcnen. 

Sevaral states lengthened the omairo b^ond the 17 core giiestions 
pertaining to ^fXxsB in order to gaXbcoc additional inf oncation concerning 
issues of particular intoest and iaixartanoe. Ciere was considerable overlap 
anonCr ^ not* questions. Ccsnonly asked non-core questions included 
itens about anoJdng, diet, reasons for seeking, postponii^ or stcfping care, 
social si^xat, pregnwy intention, ancillary services raoeived, 
trai gp 3 itat ion obGtZKdes, participation in other HCH programs, gf*neral health 
status, cpinicns concerning the iafv^rtanoe of prenatal care, and perceptions 
concerning barriers to rr^seiving tiuely tsid ap propr i ate care. 

With regard to sanpling strategy, most states chose tx) infjlenent seven- 
day rsaa^liiig plans, lb some extent, the amount of time need to achieve stable 
uriDet need estimates, with confidence intervals, is de tem i n ed by the 
total nxber of births. Bierefore, the state of California elected to collect 
only two days of data rather than a full week. Fhode Island f cr at least one 
sajor bo^ital, elected to collect two full weeks warth of data in order to 
increase the stability of uxv»t estinates. Seme states also enploydd 
adUitional criteria for sanple selection. 'Ihese criteria typically focused on 
eliminatix^ from the ssn^e horpitals that had a small nmt^ of births per 
year. Oregon exdndpri ho^ital that had less than twc- births per manth, and 
Arizona only included hoepitals with 100 or more deliveries per year. Other 
variations on sanplinc? strategy included Qiregon's efforts at ca^Jturlig cut-of- 
ho^ital births, the quota saizpling of South Carolina, and the stratified 
probability sanpling enployed in Texas. 

lha observed hoGKiltcl and patient participation rates oonTarlbuted to a 
positive view of the Idasibility of tte survey methodology. Ihe ho^ital 
cooper at ion rates were largely in the 90'c ard ranged from 74* fc'^ 100%. 
Military bcj^itals genjrally declined participation, but were not included in 
the dcncninators "uhen calculating partixdpation rates because these ho^itals 
were vieuei as outside the public health system. Patient participation rates 
were also » . generally falling in the 80's. Patient rates ranged from a 
low of 74% in New Yoric, to a high of 94% in Fhode Island. 'Iliese high levels 
of partic^ation suggest that hoepitals will cooperate with a needs assesanent 
effort of this type, and that postpartum waccn in ho^itals refresent an 
excellent access point for the collection of natemity care data. 
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Ihe natch betuoen nc fflp le statistics and pcpulation parameter l suggested I 
good sanple representativeness. Iha differences between sasples and | 
pcjxilations tiiat were noted indicated thzA vaaat of low educatiai status, ' 
ycunger aga, and having inadequate praatai care patterns nded to be ' 
slightly less likely to re^jcnd to the survey. Bjb under rtjpresOTtaticn of 
these grcxps vaild serve to create a conservative bias among estimates of 
umet need (i. e. , the estlnates repoa±ed are prcbahly less than the actual 
need) . Scne states elected to occpare samples to the entire pcpulation of 
births for an entire year, v4iiXe others selected population based tine periods 
that mare closely ratched the actual surv^ *'^Tw^» period. Oonparlson to a foil 
years warth of births probably better aooounts for seasonal variations in 
births. These varicus activities are sumarlzed in Table 1. OvcraM, the 
available eviden cae indicates that the sanples l« looted within the 'ririous 
states are representative of the population of wcoen delivering infants in 
that re^ective state. 
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rDM f oHowlngf tables pinescnt Gstlnatea of umot need for prcnateO. care 
for the 10 states imolved in the HoltJL-State Prtonatad Deeds Detemimtion 
proj^ acm>) . The data \ms cnlloctod througjti surveys with a saizple of 
poBtportua wanen in each statu. Althoug^hf in gonenJ., survey rcspcxise rates 
ware hix^, and the dmographic and health service profiles of wom&n in the 
sanple dccely mtdbtd the population of aU ucnsn giNing birth (indicating 
good reptiMentativeneBs) , the aaaU differences that vera observed suggested a 
flOnggYatiYff 1>\W in the unmet need estiaates. 'Zharefora, the estimtcs 
reported here ohculd be considered the lower bouni of the actual level of 
unosti need* 

The estlsateo are based on the following definition of i»ed: prcportion 
of wcmn giving birth in a year \to9^ household Incaae is below a ^»cifiod 
poverty level, and vfao do not pnnn ee a third party coverage, that is, private 
health inwiranoe or Madicaid. Sevwi poverty levels are included in the tables 
for each state so that altematiV-* pcocarain eligibility criteria can be 
caimined by.pcaicy mktr». The 1986 houstfvald inaone guidelines for different 
family sizes v«re eniJloyed across the 10 states in oaqputing poverty status. 
Total percent^ f cr thi» "No third party* group at eiach of the seven alternative 
poverty levels were applied to 1986 births to produoe eiUaates of the nuiiber 
of annual births meeting the definition of umet need for eadi state. 
Prqporticn of births and nLB±>er of births am presented separately for each 
poverty level group, as well as cuculAtively* 
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Percent of Poverty 



ize ^ 


50% 


75% 


100% 


125% 


185% 


200% 




2, 680 


4 ,020 


5, 360 


6,700 


9,91 6 


10,720 


2 


3,620 


5,430 


7,240 


9 , 050 


1 3,394 


14,480 


•> 


4 , 560 


6,840 


9 , 1 20 


11, 400 


1 6,872 


18,240 


A 


5, 500 


8,250 


11, 000 


1 3r 750 


20,350 


22,000 


C 
D 


6 , 440 


9 , 66C 


1 2, 880 


1 6 , 1 00 


23,828 


25,760 


O 


7 An 


1 1 ,070 


1 4,760 


18, 450 


27,306 


29,520 


/ 


8 , 320 


1 2,480 


1 6 ,640 


20 800 


30,784 


33,280 


o 
O 




1 3 ,890 


1 8, 520 


23, 1 50 


34,262 


37,040 


Q 




1 5 ,300 


20 , 400 


25, 500 


37,740 


40, 800 


1 n 
i u 


11 1 &n 

i 1 , 1 H\J 


16,710 


22, 280 


27 ,850 


41 ,21 8 


44,560 


1 1 


1 2 ,080 


18,120 


24,160 


30, 200 


44,696 


48,320 


1 2 


13, 020 


19,530 


26,040 


32 ,550 


48,174 


52,080 


1 3 


1 3,960 


20, 940 


27,920 


34, 900 


51 ,652 


55,840 


1 4 


14, 900 


22,350 


29 ,800 


37,250 


55,^30 


59,600 


1 3 




23,760 


31 , 680 


39 , 600 


58/608 


63,360 


1 6 


1 6,780 


25, 1 70 


33, 560 


41 ,950 


62 , OBo 


D / , 1 £\J 


17 


17,720 


26,580 


35,440 


44,300 


65,564 


70,880 


18 


18,660 


27,990 


37,320 


46,650 


S9,042 


74,640 


19 


19,600 


29,400 


39,200 


49,000 


72,520 


78,400 


20 


20,540 


30,810 


41 ,080 


51,350 


75,9Cr 


82,160 


21 


21,480 


32,220 


42,960 


53,700 


79,476 


85,920 


22 


22,420 


33,630 


44,840 


56,050 


82,954 


89,680 
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State 


Tise 

Frame 


Hoqpital 
Particimtion 


n 


Patient 
FarticiDation 


H ^ 


AZ 


June 1986 


91% 


51 


82% 


892 


CA 


JauTuary 1987 


93% 


282 


81% 


2026 


HI 


January 1986 


95% 


124 


84% 


1892 




April 1986 


97% 


30 


83% 


331 


uv 
Six 


Marcn 198/ 


97% 


134 


74% 


2031 


OK 


June 1986 


98% 


93 


92% 


797 


GR 


June 1986 


95% 


36 


79% 


1042 


RI 


Jtay 1986 


100% 


8 


94% 


537 


SC 


August 1986 


91% 


53 


81% 


1082 


IX 


October 1986 


74% 


116 


70% 


2032 




036 0 - 88 - A 
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Weevil with no Third Vart/ Source of Payment 
for Pzrenatal Care 

by Poverty Level* 
Arizona 





Poverty 


Pero^ of Total 


Nurrber of Births** 




Level 


% 


cum.% 


freq. 


am. freq. 




< 


50 % 


8.15 


3.15 


4,963 


4,963 


50 




74»9% 


4*15 


12.30 


2,527 


7,489 


75 




99^9% 


2.88 


15.18 


1,754 


9,243 


100 




124.9% 


3,51 


18.69 


2,137 


11,380 


125 




184 »9% 


4.15 


22.84 


2,527 


13,907 


185 




199»9% 


1.44 


24.28 


877 


14.784 




> 


200 % 


7.03 


31.31 


4,281 


19,065 








31.31 




19,065 





* These figures do not incl* "e wccaen with Medicaid benefits or those with 
sane form of insurance thac provi&es for maternity benefits including 
prenatal care. 

** Based en 60,890 1986 Arizcna births. 
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Wccuen with no Ohird Varty Source of Payraent 
for Prenatal care 

by Pcrverty Level* 
California 



Poverty Perocnt of Total Nuirber of Births ** 





Level 


% 


cuzn.% 


freq. 


cum. freq. 




< 


50 % 


4.30 


4.30 


20,589 


20,589 


50 




74*9 


3.48 


7.78 


16,663 


37,252 


75 




99.9 


3.34 


11.12 


15,993 


53,245 


100 




124.9 


2.37 


13.49 


11,348 


64,593 


125 




184.9 


4.74 


18.23 


22,696 


87,289 


185 




199.9 


0.74 


18.97 


3,543 


90,833 




> 


200 


X4-P9 


33.05 


67,419 


158,251 








33.05 




158,251 





* These figures do not include wcio^ with Medicaid benefits or those with 
sane form of insurance that provides for maternity benefits including 
prenatal care. 

** Based cn 478,822 1986 California births. 
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toaen with no Ihird Party Source of Payment 
for Preiatal Care 

by Poverty Level* 
Michigan 



poverty Peroent of IVjtad Mimber of Births** 

Level % cum. ^ freq. cum . freq. 



<50% 


0.79 


0.79 


1,076 


1,076 


50 - 74.9 


0,71 


1.50 


967 


2,043 


75 - 99.9 


0.95 


2.45 


1,294 


3,337 


100 - 124.9 


1.90 


4.35 


2,588 


5,925 


125 - 184.9 


2.85 


7.20 


3,882 


9,806 


185 - 199.9 


0.32 


7.52 


436 


10,242 


>200 


5.14 


12.66 


7,001 


17,243 




12.66 




17,243 





* These figures do not include woaen with Medicaid benefits or those with 
sane form of insurance that provides for natemity ber^ef its including 
prenatal care. 

** Based on 136,198 1986 Michigan births. 
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Wcnen with no Third Kurty Source of Payment 
for Prenatal care 

ty Poverty Level* 
Ne^ Wexioo 





Poverty 
Level 






Number of Births** 


% 


cum.% 


freq. 


cma.frec^. 




< 50 % 


5.53 


5.53 


1,325 


1,325 


50 


- 74^9 


5.14 


10.67 


1,231 


2,556 


75 


- 99.9 


7.51 


18.18 


1,799 


4,354 


100 


- 124.9 


4.74 


22.92 


1,135 


5,490 


125 


- 184.9 


6.72 


29.64 


1,610 


7,099 


185 


- 199.9 


2.37 


32.01 


568 


7,667 




> 200 


9t?0 


40.31 


1.988 


9,655 






40.31 




9,655 





* These figures do not include wcaen with Kedicsiid benefits or those with 
sane form of insurance that provides for nattimity benefits including 
prenatal care. 

** Based on 23,952 1986 New Mexico births. 
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Women with no Ihird Party Scxaoe of Paynent 
for Prenatal care 

by Poverty ijevel* 
New York 



Rjverty Peroent of Total F^nipoy qC gUTtfaS^ 



Level 


% 


cum.% 


freq. 


cum. freq. 


< 50 % 


2.56 


2.56 


6,780 


6,780 


50 - 74.9 


0.31 


2.87 


821 


7,601 


75 - 99.9 


0.36 


3.23 


953 


8,554 


100 - 124.9 


2.31 


5.54 


6,118 


14,672 


125 - 184.9 


1.33 


6.87 


3,522 


18,195 


185 - 199.9 


0.46 


7.33 


1,218 


19,413 


> 200 




11.02 


?,773 


29,186 




11.02 




29,185 





* Hiese figures do not include women with Medicaid benefits or those with 
seme form of insurance that provides for maternity benefits including 
prenatal care. 

Based on 264,844 1986 V€M York Births. 
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Wcroen with no ihixd Party Source of Payment 
for Prenatal Care 

by Porver^ Level* 
Oklahona 





Poverty 


Percent of Total 


Vmher of Births** 




Level 


% 


cum.% 


freq. 


cum.freq. 




< 50 % 


5.18 


5.18 


2,490 


2,490 


50 


- 74.9 


3.36 


8.54 


1,515 


4,104 


75 


- 99.9 


3.36 


11.9 


1,615 


5,719 


100 


- 124.9 


4.62 


16.52 


2,220 


7,940 


125 


- 184.9 


5.74 


22.26 


2,759 


10,698 


185 


- 199.9 


0.70 


22.96 


336 


11,035 




> 200 




44.81 




21,536 






44.81 




21,536 





Ihese figures do not include wanen with Ifedicaid benefits or those with 
sane form of insurance that provides for maternity benefits including 
prenatal care. 



Based on 48,061 1986 oklahaia Births. 
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Wooen with no Hiird Party Source of Paymenc 
for Prenatal Care 

by Poverty l£fvel* 



Pdverty percent of Total Nimfcer of Births** 

ijBvel % cum.% freq. ona.freq. 



< 50 % 


1.80 


1.80 


726 


72G 


50 - 7\.9 


3.83 


5.63 


1,546 


2,272 


75 - 99.9 


3.72 


9.35 


1,501 


3,773 


100 - 124.9 


3.04 


12.39 


1,227 


5,000 


- 184.9 


4.95 


17.34 


1,998 


6,998 


185 - 199.9 


0.90 


18.24 


363 


7,361 


> 200 


2t25 


20.49 


908 


^,269 




20.49 




8,269 





* Ohesc figures do not inclix3e wonen with Medicaid benefits or those with 
scma form of insurance that pxxrvides for mtemity benefits including 
prenat'al czure. 

** Based cn 40,356 1986 Oregon Births. 
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Woraen with no Uiixd Party Source of Payment 
for prenatal Care 

b/ Poverty Level* 
Pto3e Island 



Poverty Percent of Total NUrrber of Birth? ** 



Level 


% 


cun.x 


freq. 


cum. freq. 


< 50 % 


0.59 


0.59 


82 


82 


50 - 74.9 


0.39 


0.98 


54 


137 


75 - 99.9 


0.59 


1.57 


82 


219 


ICQ - 124.9 


0.20 


1.77 


28 


247 


125 - 184.9 


2.73 


4.50 


380 


627 


185 - 199.9 


0.01 


4.51 


1 


628 


> 200 


3.91 


8.42 


545 


1,173 




8.42 




1,173 





* Ohese figures do not include wcoen with Medicaid benefits or those with 
sane form of insurance that ^irovides for maternity benefits indixlin^ 
prenatal care. 

** Based on 13,935 1986 Phode Island births. 
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Wtoen with no Ihlid Paucy Souroe of Baynent 
for Prenatal care 

by Poverty lisvel* 
Soi^Ji Qtrolim 



poverty p&tp^ of Total r?ffrfe>gr Qf Births** 

level % ara.% frog. cua.freq. 



< 50 % 


1.74 


1.74 


863 


863 


50 - 74.9 


2.91 


4.65 


1,443 


2,307 


75 - 99.9 


5.81 


10.46 


2,882 


5,189 


100 - 124.9 


3.78 


14.24 


1,C75 


7,064 


125 - 184.9 


6.40 


20.64 


3,175 


10,238 


185 - 199.9 


0.58 


21.22 


288 


^10,526 


> 2\,J 




25.87 




12,833 




25.87 




12,833 





* OhesQ figures do not incauda wcoen with Modicald benefits or those with 
s<xB form of liisuranoe that provides for catemity benefits including 
prenatal care. 

Based cn 49,604 1986 South Carolina births. 




los 

WcDcn with no Ihizxi Vorv/ Scuroa of Bayscnt 
for Prenatal Oxe 

by Baverty Level* 
Texzis 





Poverty 
Level 


Peruent of Total 




Of Births** 


% 


aim.% 


freq. 


cua.froq. 




< 50 % 


9.3 


9.3 


29,273 


29,273 


50 


- 74.9 


5.5 


14.8 


17,311 


46,584 


75 


- 99.9 


:(.4 


18.2 


10,702 


57,286 


ICQ 


- 124.9 


1.9 


* M 


5,981 


6?.267 


125 


- 184.9 


3.6 


23.7 


11,331 


74,598 


185 


- 199.9 


0.6 


24.3 


1,889 


76,487 




> 200 


6.6 


30.9 


2P,774 


97,261 






30.9 




97,261 





* Uiese figures do not indude vaaen with Modicadd benefits cfc those with 
scm3 f onn of insurance that provides for ciatemity benefits including 
prenatal care. 

** Based cn 314,760 1986 Ttocas Births. 
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APPENDIX A 
The Core Questions 

!• Who was your main caxe provider during your pregnancy? (check one) 

^1. private family physician 

2. private Cffi/GOi physician 

3. publicly-fUnded or low cost OB clinic in ho^ital 

4. puhlicly-tunded cr low cost OB clinic outside of ho^itaL 

5. certified norse-nddwife 

^6. other 

7. I didn't receive prenatal care 

2. During what month of your current pregnancy did ycu begin prenatal 
care? 

month (fill in nuntoer from 1st month to 9th month) 

I did not receive prenatal care 

3. How many prenatal care visits did you have during your pregnancy? 

visits (give number of prenatal visits ycu had with your 

provider for this pregnancy) 
I did not receive prenatal care (that is I had no or zero 

prenatal visits for this pregnancy) 

4. IIow maxty grades of school have you occpleted? 
Give the last grade nunber you cccpleted 

years of education (e.g., ocqpletioi of eighth grade equals 

ei^, high school or CSED equals 12;two years of college equals 
14 years of education) 

5. Vftuit is your marital status? 

^1. never married 4. divorced 

2. married 5, separated 

3. widcM 



6. »»t was the main source of payment for the prenatal care ycu 
received during this pregnancy? 

Health insurance 
Health Maintenance Organization 
(prepedd Grxx^ Practice) 
K?dicaid 

Personal Inoccae or Savings 
Ecee or low cost public clinic 
Loan 

Uhable to pay 

other 

(^»cify) 

7, airing your pregnancy, was the major inocroe earner in ycur hcus^ld 
eoployed? 

yes no 



1. 
2. 

3- 
4. 
5. 
6, 
7, 
8. 
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S. Hew difficult uas it for you to pey f or the prenatal care you 
received during your pregnancy? (check coe) 

!• ii tpo ssible 4. soiewhat difficult 

2. very difficult 5. not difficult 

^3. difficult 

9» Hew many miles did you travel on each visit to receive prenatal care 
during your pregnancy? 

miles 

(give runber) 

10» Name the county you live in» 



11. Give the City, Village and township of your residence (not street 
address) 



Zip Cede 



12. Your Birthdate: / / 

month day year 

13. vaiat is your race? 

(1) Black 

(2) White 

(3) other 

14. Are you Hi^>anic? 

yes no 

15. Total family inoone for the last 12 months before deductions (in 
dollars) . 

$ 

16. Does this ixKxme includa any public assistance, food stairps or 
ujienploymsTt ccnpaisation? 

(1) yes (2) no 

17. Hew many people are in your family, that is, the nuntoer si?:ported by 
this inodoe? 
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Mr. Weiss. Thank you very much, Dr. Johnson. 
Ms. Brown. 

STATEMENT OF SARAH BROWN, STUDY DIRECTOR, COMMITTEE 
ON PRENATAL CARE, INSTITUTE OF MEDICINE, NATIONAL 
ACADEMY OF SCIENCES 

Ms. Brown. Good morning. 

I am very pleased to be asked to talk with the subcommittee 
today about access to prenatal care in the United States. The 
points I wish to make derive from two activities conducted by the 
Institute of Medicine: a report published in 1985 on preventing low 
birthweight, and a project now nearing completion on outreach for 
prenatal care. 

Underlying the hearing this morning, of course, is the fact that 
in 1985 approximately one-fourth of all babies born in the United 
States were to women who failed to begin prenatal care early in 
pregnancy, and over 5 percent were to mothers who received little 
or no care at all. For certain subgroups, the rates are far worse, 
and moreover in 1985 for the sixth consecutive year there was no 
progress in reducing the percent of infants born to women who re- 
ceive late or no care. For blacks the size of this group actually ap- 
pears to be incr2acing. 

Now, why are the rates of inadequate prenatal care troubling? It 
is an important question to ask, I think. First, the consensus is 
broad and deep that prenatal care works. It is an effective inter- 
vention that is strongly and clearly associated with improved pr^- 
nancy outcomes. Moreover, its benefits seem greatest for those 
most at risk. 

Second, the importance of prenatal care is heightened by evi- 
dence of its cost effectiveness, which has been mentioned a number 
of times this morning. 

Third, rates of maternal mortality, low birthweight and infant 
mortality are notably lower in many other countries than in the 
United States, a difference that is due in part to the better partici- 
pation in prenatal care evident in these other nations. 

The Institute has defined several barriers to more complete par- 
ticipation in prenatal care in the United States and has outlined a 
number of suggestions for how these barriers could be overcome. 
At the heart of our many suggestions is the conclusion that full 
access to this important service requires a fundamental assumption 
of responsibility by the public sector for making such services 
available. 

Now, in the last few years at least a portion of our recommended 
plan of action has been put into place, although I don't mean to 
suggest that our reports have been the sole stimulus. In particular, 
a large number of States, over half the States I think,^ and many 
communities have acted to increase early registration in prenatal 
care. You are going to be hearing this morning about the healthy 
start initiative in Massachusetts. Other well-known initiatives are 
ones in Michigan, California, Texas, New York, and Florida. 

The energy level and volume of new programs exhibited by the 
States have not been matched at the Federal level. Congressional 
action on prenatal care access has been limited to the partial pro- 
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tection accorded the Maternal and Child Health Services block 
grant, particularly the supplemental funding in fiscal year 1987. 

Other important congressional action has been the passage of the 
maternal and infant care amendments in the 1986 Omnibus Budget 
Reconciliation Act which, among other things, provide States the 
greatest opportunity to date to sever the link between Medicaid 
and the welfare system. 

Executive branch action on access to prenatal care has been even 
smaller in scope, although one important initiative has been the 
convening of the U.S. Public Health Service expert panel on the 
content of prenatal care. 

One general recommendation we have made that has not been 
embraced by either the Federal Government or the States is the 
need for dramatic simplification of the Medicaid program. I find it 
too confusing to understand myself. I don't understand how women 
and providers understand it at all. 

As alluded to earlier, the Institute initiated a study about 15 
months ago on how to draw pregnant women into prenatal care. 
We will soon issue a final report. And I want to end my statement 
with a couple of observations growing from this present study. 

First, we are finding that understanding the antecedents of poor 
prenatal r^are use is greatly aided by data from surveys of women 
who have experienced difficulty in securing timely care. The GAO 
survey just presented is a case in point. We have located over 20 
such surveys, although they are of greatly varying quality and ana- 
Ivtic sophistication. In our report, we will be presenting a sort of 
' meta-analysis" of their findings. 

In a particularly interesting study released within the past week, 
Dr. Gary Richwald and a team of researchers at the UCLA School 
of Public Health reported the results of a survey of the 251 women 
delivering during an 18-week period at LA County/USC Women's 
Hospital, having had no prenatal care at all. Of the primary rea- 
sons reported by these women for their complete absence of care, 
46 percent were economic, 33 percent were organizational, particu- 
larly difficulty in securing an appointment, and 17 percent were at- 
titudinal, such as "thought prenatal care was unnecessary." 

The investigators compiled extensive materials on financial and 
institutional barriers to care which I recommend you review. Their 
data show clearly that particularly for this very high risk group, 
the maternity system is not operating in a way that eases entry 
into needed care. The barriers to care in this study and in many 
others are clearly based in the health care system and not in 
women's attitudes or knowledge. 

Over the last year, we have been informally reviewing problems 
of access around the country, such as those addressed this morning, 
and the myriad approaches being tried to increase early registra- 
tion and care. Just as there are many barriers to care, so also are 
there many strategies to reduce them. 

We have classified remedial programs into six groups: First, 
those that emphasize removal of financial barriers; second, those 
that accomplish basic increases in system capacity; third, those di- 
rected mainly at significant institutional reform; fourth, ones fo- 
cused on active case finding and recruitment through such activi- 
ties as street canvassing and telephone surveys; fifth, programs 
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that offer intensive social supports and counseling; sixth and final- 
ly, provision of incentives through a wide variety of mechanisms, 
including cash payments. At present, available data are being as- 
sembled and analyzed on about 30 programs that fit these catego- 
ries. 

The^ complexity of the access problem no doubt means that in 
any given community some or all of these approaches may be re- 
quired. Our committee will be commenting on the relative impor- 
tance and impact of each of these strategies and on a series of re- 
lated issues. 

Let me conclude by saying that overall we are more impressed 
with the impact of programs that remove financing and institution- 
al barriers, for example, than those that employ traditional out- 
reach activ^'ties to ease access. Although it may be cheaper, easier 
and more glamorous to employ outreach workers or mount a com- 
munity education campaign, the major barriers appear to be sys- 
temic and require changes at that level. 

Thank you. 

[The prepared statement of Ms. Brown follows:] 
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Good Morning. I am very pleased to be asked to talk with the 
Suboccmittee on Hunan Resounoes and Intergavemnental Relations about 
jvooess to prenatal care In the U*S* The points I wish to nake derive fmn 
two activities conducted by the Institute of Medicine/Kational Acadeniy of 
Scienoes— « lep ac t published in 1985 en preventing lav birth^eight, and a 
projec± now nearing ocopletlcn on outreach for prenatal care which examines 
hov best to draw WGoen into prenatal care early in pregnancy. I have 
served as the study director of both efforts, funded by a ocobinaticn of 
support fron private foundaticns, voluntary groc^, and the U*S* Riblic 
Health Service. 

Utxierlying the hearing this noming is the fact that in 1985, arproxi- 
xoately cne fourth of all babies bom in the U*S* were to waoen vto failed 
to begin prenatal care early in pregnancy and ever five percent were to 
nothers «tx> received little or no care at all* Tar certain subgroups, the 
rates are far worse* Far exanple, of babies bom to black teenagers, only 
47 percent were to nothers who begem care in the first trimester, and 14 
percent were to nothers ^*o had little or no care at all. Hareover, recent 
trends in use of prenatal care are not iiqprcAdng for all grotps* In 1985, 
for the sixth consecutive year, there was no progress in reducing the 
percent of ixifants bom to wonen who received late or no care* For blacks, 
the size of this group actually appears to be increasing* national Center 
for Health Statistics natality data show that in 1980, 8*8 percent of black 
infants were bom to loothers having had seriously inadequate prenatal care; 
by 1985, this ludber had grown to 10*3 percent* 

V9iy are these rates of inadegoate prenatal care xjtse troubling? It's an 
izportant question to ask, I think, because prevention-oriented care is 
often poorly vzdued* Inadequate participation in prenatal care and the 
disturbing recent trends are isportant challenges to public policy and to 
the health care system for several reasons* First, the consensus is broad 
and de^ that prenatal care is an effective preven- tive intervention that 
is strongly and clearly associated with isprcved pregnancy outccmes* 
Declines in rates of both infant sortality and its aiuii m i antecedent, low 
birthwei^t, have been repeatedly linked to full participation in hi^ 
quality pr^tal care offering a wide variety of services and social 
supports, well connected to hcspitalHaased services such as neonatal care. 
Moreover, the benefits of prenatal stpervlsicn seem greatest for those most 
at risk, whether becaitpe of social ccnditicns, health burdens or both* 
Although the xnethodological difficulties of proving incontrovertibly that 
prenatal care is efficacious are substantial (and, in sooe sense, insure 
iDOuntable because randcmized clinical trials are precluded for ethical and 
other reasons) , exhaustive reviews of the literature and recent analyses 
centime to underscore the value of this basic health service* 

Second, the ispcrtanoe of prenatal care is heightened by evidence of 
its cost effectiveness, particularly for low inoane women who obtain 
relatively inadequate prenatal care and who are at increased risk of a poor 
pregnMxzy outcome. For exanple, in 1985, the Institute of Medicine 
calculated that c^^ $3 could be saved in one year in direct jnodioal care 
eoq)efditures for low birth&^ig^ infants for each dollar invested in 
prenatal care in a particularly high-risk target groi^* 
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Hiird, orfvirisons of the U.S. with aaxy other cxsuntries, both those 
highly developed aovS those less so, bring irito sharp relief the 
dlponuraglng picture of U.S. pregr^ncy-related care. Rates of satemal 
nortality, lov birthuei^ and infant nortality are notably lower in nany 
other countries than in the U.S. , a difference due in part to the better 
participation in prenatal care evident in these countries. As elaborated 
recently by Dr. C. Arden Miller, chairsan of the Departsoent of Maternal and 
Child Health at the university of North Carolina, it is apparent that.inany 
other countries approach the provision of care to pregnant women as a form 
of social investzient. I^?enatal care, lite health services generally, is 
vade readily available with miniiwil barriers or preconditions in {>lace. 
Such services are seen as part of a broad social strategy to protect and 
support childbearing and to produce healthy future generations. 

The Institute of Medicine, liJoe other arganizaticc^ and individuals 
testifying today, has inquired carefully into the conditions that act as 
barriers to more cccplete participation in prenatal care in the U.S. The 
profoundly different i^pproach to providing health services demonstrated by 
countries with better rates of prenatal care tase has already been noted. 
These different philosophical ixnderpinnings undoubtedly lie at the base of 
the obstacles to prenatal care cocncnly recognized in the U.S. : 

o financial constraints, including inadequate insurance— both public 
and private — to purchase e^dequate prenatal care; 

o inadequate availability of maternity care providers, particularly 
providers willing to serve socially disadvantaged or high-risk 
pregnant wcccn; 

o insufficient prenatal services in scDa sites routinely used by 
hi^-risk popiOaticns such as Ocnnunity Health Centers, ho^tal 
outpatient clinics, and health deryirtments; 

o e:q)eris>oe3, attitudes, and beliefs among wanen that mate them 
disinclined to seek prenatal care; 

o transportation ani child care services that are poor or absent; and 

o inadequate systems to recxuit haid-to-readi wccien into care. 

B>e Institute has outlined a variety of initiatives to lessen each of 
these obstacles. It has l»en our overriding conclusion, however, that 
problems of acc e ss reflect primarily the nation's patchwork, nonsystematic 
approach to jsalcing such services available. Although nuizK>rous pi t^ j t'^ttw 
have been developed in past years to extend prenatal care to more wooen, no 
institution bears re^xxisibility for assuring that such services are 
genuinely available in sane very fundamental, practical sense. Ohat is, no 
local, state, or federal entity can be held e^xxxintable for inadequate 
care. Without such re^xjnsibility or accountability, it should not be 
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■urprising that gaps in care rwjain and that •f farts to expand prenatal 
Mrvio6S often face cnamous organizaticnal and administrative 
difficulties. 

Bie federal gcwemnent has long been cn recxad as «n?orting prenatal 
care and urging that all wcmen secure such care early in pregnancy, Ohis 
siwort, however, mnt be aooonpanied by iqpecific, tangible actions: 

o piroddii^ fUnta to state and local agecvdes in aacunts efficient to 
renove f inancdia barriers to prenatal care (through channels such as 
the Maternal and Child Health Services Blodc Grant, Medicaid, health 
dtapartnents, Ocnsmity.Health Omters, and related syntcns) ; 

o pawiding praipt, hig^i-^piality technical consultation to the states 
on dinicel, adkninistrative, and organizational probleas that can 
ia|)ede tlie extension of prenatal services; 

o defining a uodel of prenatal services for use in public facilities 
providing satemity care? and 

o funding dsnaBtration and evaluation prograns, and wpporting 
training and research related to these responsibilities. 

^te have urged further that states tate a ocnplcBientary leadersh^ role 
in eoctending prenatal services, backed by edequate federal Money, support, 
sttSi coMUltation. One way to do so is for each state to designate an 
organization— probably the state health departnant— as responsible for 
ensuring that jarenatal services are reasonably available and accessible in 
every ocDsunity^ This would involve the state in: 

o assessing unnet needs— «.g., surveying existing prenatal services 
and identifying the localities and populations that have inade^te 
prenatal services? 

o serving as a broJoer to contract with private providers to fill ga^JS 
in services? and 

o in some instances, providJ.ig prenatal services dir«±ly throuclh 
ffirlHtf'^ such as Occisuraty Health CSenters and health department 
clinics. 

In addition, we have suggrested ^t in each ooosunity, a single 
organization be designated by the state as the **re6idual guarantor^ of 
prenatal cervices, ttese organizations should be provided with sufficient 
fUnte to care for pregnant wcnen Ox) still recain outside of the prenatal 
care eystott. local health departments oculd oeet this reeponsibility in 
■any ways: througjh contracts with private providers; thrcucjh ^secial 
prograns; tfarouc|h arta n ganents with local hospitals, aedical schools, and 
nurse-midtfifery services? and througjh direct prcnrisicn of care* 
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Hb alao hove xxgod thst a public-privitt^ tc«>: faroe ha cxxivened under 
the anqptotfi' of the Sacrvtri-y of the Dspartzxnc of Health vnSi Btscan 
Sarvioes to daf ina tha apecif ics of a aystan fos: aa'dng pct^pnatal care 
gemlnely availabXa to all pcagnant vco^ in the VnLtad Statse. 

At tha haart of our aug^eficlcna is tti» oondusian ^t ftill aoo^ to 
pK«natal oara reqairas a ftBySanental aeauDpticv! of rfei^n^sibili t"/ by the 
public aactor for BeOdng auch aarvioaa availabla. Xn mrrf imtKxmt, 
arran^MBMittt with prlvata pccvidara will ba abla tc fill gape in caita? in 
othars, gLwam a mt al 9gmcim aay naad to poxrvida cara directly. M5ral 
laadanhip will ba critical to this policy goal, but stataa aljo nMt 
attacii hi^ pr i or i ty to pcanatal cara. At both levels, full sti:pQQ:t o£ the 
prlvata sector and a grtotar ooendtiDBnt of public fUnds will Im xeqiiired. 

In tha last fr^r years, at least a porticn of our rscxssasndad plan of 
action has baen put into |>laoaf ^though I don't saan to suggest that our 
reports have bean the sole stisulus. In particular, a lar^e nnber 
states and ooniunlties hove acted to increase early registraticn in 
prenatal oare. scne activities are organized around the goal of reducing 
infant nortality; sona are directed at preventing lov birthweig^? others 
are adcSressed to the full range of family planning, prmtsl, delivery, 
postpartun and i)ediatric aarvioes. Qxamon to then all is a clear goal of 
renoving cfcstades to full participation in prenatal care. You are hearing 
this norning about the Health/ Start initiative in Massachusetts. Other 
well known initiatives ixidude: 

o the Prenatal Care and Nutriticn Frcgram of iku York State 

o the "9 by 90" canpaign in lllij»is 

o the Michigan initiative to include prenatal and postpartum maternity 
care as a '^basic health service** 

o the es^pansicn of the ^ Acxsess** pilot p ro g i- a m in 13 California 
counties to the full state 

o the expanded I^iproved Pregnancy Outocoe pix) j ect of Florida 

As part of our current study, we are reviewing available data frtxn 
these programs and many others to determine their iirpact cn acxsess to 
prenatal care. 

The energy level and volume of new pr-gy / in w exhibited by the states 
have not been matched at the federal level. Congpressionsl acticn cn 
prenatal care aooess has been limited to the partial protecticn accorded 
the Maternal and Child Health Services Bloc^ Grant, particularly the 
styplcme n tal appropriations in FY 87 that increased the blodc ^^:ant's 
flmding froa its static level of $479 millicn for several years to $496 
million. I believe the FY ^88 budget will include an additional increase 
as well. Other isf)ortant Oangressional action has been the passage of the 
Maternal and Infant Care ane n di r gn t s in the 1936 Otmibus Budget Reooncili- 
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atlcn Act Oiich, among other thiiigs, poxviAs states the groateet 
opportunity to date to sever the link betwaen Hadlcaid and the welfare 
■ystcn. 

^eaoutiv* Branch action on acxxss to prenatal oara has been even 
flutlltr in soope, although one iA{X2ctant inltiativa has been the convening 
of the U.S. Fi^lic Health Service Expert Itaal on the Qsntent of Prenatal 
C&re. oirgpnized at the initiative of the public Health Service's 1^ 
Tcxm on Low Birthmtiglht, this grcx *s vandatft is farood and significant. 
Aaaig other activitiss, it is proposing a list of outocne smsures by vhich 
the value of paranatal oara ihcxild be judged. The list su^ests that the 
VDcth of pcanatal wirvicM ihculd not rest solely on its offset on either 
infant aoctality cr bizthuaig^--a focus vhich has dcsdnated recent 
diMMsicns of pcmtal c",-»— but ahould inat^ consider a such broader 
array of aeasuras, including, for eocaogqple, faadly fcnctioning, planning of 
future pcvgnanciss, child abuse and neglact, and satemal stress. 

m response to the contiming seriawnecg of poor we of psnenatal care, 
the Institute initiated a study about 15 nonths ago on how to draw pregnant 
woaaen into prenatal care; as I nentioned, we will soon issue a final 
report. Although I obviously am constrained troa presenting our eoergir^ 
conclusiona and reccBnendationB, I did vant to and ay statenent vith two 
cbservations growing frcn this present study. 

First, we are finding that imderstanding the antecedents of poor 
prenatal care use is greatly aided by data fran surveys of wanen vA>o have 
aa^erienoed difficulty in secur^^ tiiaely prenatal care. Iha General 
Accounting Office survey presented this soming is a case in point. Wa 
have located about 25 sudi surveys (of greatly varyiig quality and analytic 
sophistication) and will be presenting a sort of •tefca-analysis" of their 
findings. 

Data frcn iBa Cdunty, New Hexioo and from Los Angeles aerit nention. A 
grant from the Robert Hxd Johnson ftundation underlay a vajor effort in 
laa CDuntT^ in the early 1980s to reduce the county's infant nortality 
rate. Ite ccamaiity reported one of the hig^iest per c^ita inoomes in the 
state, but had an infont death rate of 19.8 per 1,000 live births, 80 
percent hig^ than the state average and aaong the hig^Mst county rates in 
the naticn. To deters&ina \tv/ WGaen were not receiving prenatal care, a 
survey was initiated at the regiMst of several ccviunit^ physicians who 
felt that financial Jsarriers to care were probably not vary i atxul ant but 
that factcrs such as cultural practices and lade of inforantion waro 
decisive. Kinety-two wonon wera interviewed who had been ^%Al3c-ins** in Loa 
county during the previous five years, aaaning that they had arrived at the 
area's only hospital in labor, having had little oar no prenatal carv/. 
Oontrary ta ;tet tlie physicians expected, 77 percent of these ^mUc'/n 
vasen** stated that tte raascn they had not received adequate prenatal 
services was that they could not afford it. Thm enonoous difference 
between tl)e views of the physicians and of the woocn was cl e arly revealed 
by the survey, thus easing remedial action. 

5 
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Sixdlarly/ within this past week. Dr. Gary Ridmld ard a teaa of 
l—mdi crm at the UCIA School of l^lic HMlth xvfxartad the zwilts of a 
survey of the 251 wcnen deliverdngr during an 18-wm)c period (in 0587) at 
los Angreles Ocunty/U5C Hanen's Hospital having had no praiatal caro at 
all. Of the prisary reasons nixartsd by thess wcmjn tea: their ocnplete 
abnenoe of jsrsnatal servioM, 46 peroint vers sccncBic (ndhly inability to 
pay for care) , 33 psroent vsre (arganizaticnal (particularly difficulty 
schedLiling an ivpointamt) , and 17 pexxwit were attitudiaM (such as 
^tboo^ pcmtal care was in»oeo:^;ary**) • Ohe invtstigata-s ocBpiled 
extensivs aatsrlals cn financial and inetituticnal barriera to oere Oiich I 
reooBt«d you revisw* oheir data ihow clearly that, partiodarly for this 
very hig^i-riak group, the satemity systen is not qperating in a way that 
•aaes entry into needed care. Ohe barriers to care in tltis i?tudy and in 
that of Lea counb^ are daarly based in the health oara systan, nuc in 
wonon's attitudes or loKJWledge. 

Over the last year, wa hova been infunoally rev^awing pxcblens of 
aooees arcuni'the country, such as those addressed in the surveys just 
sumnarizad, and the nyriad approaches being tried to incraase early 
enroUjuent in prenatal care. Just as there are nany barriers to carp, so 
also are there naiiy strategies to reduce the barriers. We hove dar^if ied 
thea into six grocqps: 

o renoval of financial barriers to care (often throxfii state-wide 
Initiatives) ; 

o basic increases in system capacity (such as adding new dinics or 
bringing more mtemity care providers into an underserved 
ocmunity) ; 

o significant instituticnal refonn such that prenatal servioes beooms 
laoro genuinely aooossible to pregnane wcDen. Ihese approaches 
attend to such nitty-gritty issues as sase of the Hedicaid 
applicaticn process, waitiig timas for appointsDents, respect 
acsooried clients, and general clinic azobianoe; 

o acti ve case-finding and racniitinent through such activities as 
street canvassing, telephone surveys, cross-program referrals (as 
betwaen WIC and prenatal prograias) , hotlines and laadia-based efforts 
such as OV spots describing a particular prenatal care program; 

o intensive social si^x a ts, counselling and linlcages to other noeded 
servioes (hcoe visiting is perhaps the best exazrple of such an 
approach, often co n ducted in ncnclinical settings) • Th^ efforts 
rre often directed laora to )ceeping wciaen in care than to 
case-finding; and 

o provisicn of inoentives through a wide variety of aechanisss 
including cash payaents and free distribution of baby itecs, 
maternity clothes, transportation tokens, and other items. 
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Wg are studying twD or mora prograos cophasiziiig each of these 
npproadbBs, At paroeent, available data are being assazbled and analyzed on 
about 30 pcograas that fit these categorieo. 

The cxnplexity of the aooess pxxblera no dcvtt sseans that in any given 
oonmmity, *»q or all of these approaches will be rwyiined- On: ocoaittee 
will be cxmaenting cn the relative iB|x>rtanoe and iaapi^ of each of these 
strategies and cn a series of xvlated issues. Vfe hcpe to have an 
opportunity to preeent sodi findings to this coBcdttee and others after 
publioxticn. 

Than)c you. 
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Mr. Weiss. Thank you very much, Ms. Brown. We look forward 
to that report. 
Dr. Havas. 

STATEMENT OF STEPHEN HAVAS, M.D., ACTING COMMISSIONER, 
MASSACHUSETTS DEPARTMENT OF PUBLIC HEA ^H, ACCOM- 
PANIED BY CATHERINE HFSS, DIRECTOR, POUCY ^FICE, DI- 
VISION OF FAMILY HEALTH SERVICES 

Dr. Havas. Good morning, Mr. Chairman, Ms. Pelosi, and com- 
mittee staff members. 

My name is Dr. Stephen Havas, and I am the acting commission- 
er for the Massachusetts Department of Public Health. I am here 
today with Cathy Hess who is head of the policy office of our divi- 
sion of family health services. And we are here to share with you 
our State's effort to identify and address barriers to prenatal care. 

In recent years Massachusetts has made the reduction of low 
birthweight and infant mortality a mayor priority and has invested 

large amount of resources toward this end, particularly improved 
use of prenatal care by low-income and uninsured women. A combi- 
nation of new, expanded and refocused initiatives has been sup- 
ported by a mLx of State and Federal fundings. 

This substantial financial commitment arose from our analysis of 
statewide birth and death certificate data '^n prenatal care and 
infant deaths. In 1981, 83 percent of Massachusetts women who de- 
livered babies received adequate prenatal care as measured by how 
early and how much' care they received. In 1985, this figure had 
dropped to less than 79 percent. 

The rate of infant deaths, which had been declining steadily, rose 
from 9.6 to 10.1 deaths for every 1,000 births between 1981 and 
1982, and then decreased slightly. In 1983, 1984, 1985, it was ap- 
proximately 9 deaths per 1,000. Particularly alarming, however, 
was in 1985, that black infant mortality rate jumped substantially 
by almost 50 percent, and it rose to almost three times the rate for 
white babies. 

At the first indication of these very disturbing trends, the depart- 
ment took a number of steps. One, we convened a task force on pre- 
vention of low birthweight and infant mortality to analyze infor- 
mation and recommend strategies for impro/ing the situation. The 
task force was chaired by former Surgeon General Julius Rich- 
mond. At the same time we sought Federal funding to do a survey 
to find out what the reasons f^*- lack of receiving prenatal care 
services were and to test a varies r of services to address the need. 

The Massachusetts prenatal carv survey, which was supported by 
a 3-year grant, has as its primary objective to determine the vari- 
ous factors that were responsible for women receiving inadequate 
or insufficient care. We did over sample women who had received 
inadequate care to try and particularly focus in on what the major 
problems were. ^ 

In the cne-third of women who receiv »d late, little, or no prena- 
tal care, the following problems in order of frequency were identi- 
fied: no one to care for other children, no health insurance, not 
enough money to pay fcr care, being unsure about wanting to be 
pregnant, fear of doctors and medical procedures, not wanting to 
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think about being pregnant, having too many other problems to go 
for care, having no way to get to a care site, not knowing the 
person was pregnant, and it went on from there. These problems 
are somewhat similar to those that were found in the GAO report. 

The data indicated that these women often encountered multiple 
problems in obtaining prenatal care. And in fact, on the average 
had 2.6 problems for those who did receive inadequate care. 

The findings from this survey are now being uced to design and 
implement demonstration projects in four target communities and 
also to implement recommendations from the task force that I al- 
luded to earlier. 

The task force presented a comprehensive set of recommenda- 
tions in five areas with a strong emphasis on improving access to 
comprehensive prenatal care and overcoming financial barriers to 
care. The task force noted that there was a need for increased fi- 
nancial assistance to solve some of the problems that had been 
identified, but also suggested that there were a number of steps the 
State could take to overcome these problems. And in response, the 
State did the following things: 

One, we amended insurance statutes to eliminate exclusion of 
maternity benefits; two. Medicaid coverage was expanded; and 
three, we initiated a new State-funded program called "Healthy 
Start" to provide maternity coverage for the remaining low-income, 
aninsured women. To date, that program, which began in Decem- 
ber 1985, has enrolled approximately 11,000 women. 

This program was designed to promote early and continuous use 
of comprehensive maternity care. The eligibility requirements were 
kept simple. Income below 185 percent of the poverty line, and Jack 
of insurance coverage were the main criteria. No resource tests 
were imposed. There are simple application forms to be filled out 
either at prenatal care sites or one can do thi^ over a toll-free tele- 
phone number. And then once enrolled, women retain their eligi- 
bility until 60 days after delivery. We have staff to provide assist- 
ance to people in this program and also a lot of community out- 
reach and educational efforts to get people into the program. 

In addition, Massachusetts now within the last year has made 
the Medicaid program available to all pregnant women with in- 
comes below the poverty level. That is an update on the findings 
that you heard from the GAO finding:. And there is no resource 
test, and eligibility is retained throughout the postpartum period. 

We are also currently working to see if we can implement the 
new presumptive eligibility process. 

Evaluation of the Health)^ Start program is currently underway, 
but we already have preliminary evidence of its baccessi No. 1, the 
large numbers of ^yomen that have enrolled, which I alluded to ear- 
lier. We are reaching large numbers of young, single, and minority 
women. And one in five of the women being enrolled speaks a lan- 
guage other than English. 

We have found again from preliminary data that a higher pro- 
portion of these women are receiving adequate prenatal care com- 
pared to women without such coverage. 

There were other recommendations which were made by the task 
force that I mentioned, to do community based, culturally sensitive 
programs. We have been trying to implement those recommenda- 
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tions in a number of the different projects that we have been fund- 
ing in the current year. We have a number of innovative kinds of 
programs, ones that provide a large amount of community support, 
having people that can speak the languages of the clients being 
served, improvements in transportation, use of neighborhood 
homes for doing some of the education and referral services and so 
forth. Details of that are in the more extensive testimony. 

We have also in Massachusetts taken a number of other steps to 
try and reduce infant mortality and low birthweight. There is an 
increase in moneys for family planning. State funding for the WIC 
program has been substantially increased in recent years. And also 
there are more moneys being put into teen pregnancy prevention. 
Community coalitions have been funded in 12 different communi- 
ties to, again, improve infant mortality problems and work on teen 
pregnancy problems. 

Massachusetts has made both a major financial commitment and 
a moral commitment to dealing with this problem. State funding in 
fiscal year 1987 approached $30 million, but much jiore remains to 
be done. There were many more excellent proposals for maternal 
and infant care projects than available dollars. Federal MCH sup- 
port has not kept pace with the need or with inflation. We don't 
have a means currently for replicating successful demonstration 
projects because we don^t have sufficient funds. And Massachusetts 
has one of the strongest economies in the Nation. Many other 
States are in a much worse position than us and don't have the 
ability to fund the kinds of projects we have been funding. 

The Federal Government must join the States to a moral com- 
mitment to women and children and provide both leadership and 
financial resources. The financial barriers to prenatal care clearly 
must be eliminated. As our survey data also pointed out, women 
obtaining late and insufficient prenatal care are more likely to be 
poor, single, and young, have stress-filled lives, fear of medical pro- 
viders and procedures, unplanned pregnancies and lack of social 
support. 

Intensive community-based outreach, nontraditional educational 
approaches, personal attention, case management and other forms 
of support are required before, during and after pregnancy. Re- 
sources for the development and maintenance of such innovative 
strategies are critical. The economic, social and human cost to Gov- 
ernment, women and unborn children will continue to mount until 
women receive the care and support we know they need. 

Thank you very much for your attention. 

[The prepared statement of Dr. Havas follows:] 
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Hy ndme is Or. Stephen Havas and as Acting Commissioner of the 
Massachusetts Department of Public Health, I am here today to share with 
you our state's efforts to identify and address barriers to prenatal care. 

In recent years, Massachusetts has identified the reduction of low 
birthweight and infant mortality as a major priority and has invested 
increased resources toward this end, particularly to improve use of 
prenatal care by low inco.-ne and uninsured women. A combination of new, 
expanded and refocused initiatives has been supported by a mix of state 
and federal funding. 

This substantial public jnd financial commitment arose from our 
analysis of statewide birth and death certificate data on prenatal care 
and infant deaths. In 1901, 835^ of Massachusetts women who delivered 
babies received adequate prenatal care, as measured by how early and how 
often they received that care. By 19B5, this figure had dipped to less 
than 79%. 

The rate of infant deaths, which had been steadily declining, rose 
from 9.6 to 10.1 infant deaths for every 1,000 live births between 1981 
and 1902. While the rate decreased in 1983, we may be reaching a plateau 
in Massachusetts, as the rate hovered around nine infant deaths for every 
1,000 live births in 1983, 1904, and 1985. Particularly alarming, the 
gap in survival rates between black and white infants widened markedly in 
1985.^ The IMR for black infants increased 46?£ from 1904 to 1985, 
standing at almost three times the rate of white babies. 

At the first indications of these disturbing trends, the 
Massachusetts Oepartment of Public Health took several steps to better 
understand and respond to the problems underlying them. A Task Force on 
Prevention of Low Birthweight and Infant Mortality was convened to 
analyze available information and recoriTiend strategies. At the same 
time, we sought to obtain federa"? funding to learn directly from pregnant 
women about their pregnancy and prenatal care experiences, and to test 
innovative models to address their needs. Doth efforts have yielded 
important results to date, and continue to assist us in refining and 
building upon current programs. 

The Massachusetts Prenatal Care Survey, supported by a three-year 
federal Maternal and Child Health research and demonstration grant from 
the Oepartment of Health and Human Services, had as its primary objective 
the identification of sociodemographic, psychosocial, economic, cultural, 
and health systems factors associated with prenatal care use. Modeled 
after the 1980 National Natality Survey, it was a statewide follow-back 
survey of 2,587 women. The Massachusetts survey included in its sample 
all women in the state who gave birth in July, August or September of 
1985 and had inadequate or no prenatal care during their pregnancy, and a 
10% random sample of women residing in other parts of the state who 
received more adequate care. Additionally, there was oversampling of 
four conmunities in the state where the project intended to design and 
pilot innovative strategies to improve ose of prenatal care by high-risk 
women. 
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Hatching of the siirvey data with birth certificates indicated that 
two-thirds of our survey women received adequate prenatal care. The 
other third, women who received late, little or no prenatal care 
identified problems that included, in order of magnitude: 

• no one to care for other children (19.5%) 

• no health insurance (17.1%) 

• not enough money to pay for care (16.1%) 

• being unsure about wanting to be pregnant (14.6%) 

• fear of doctors and medical procedures (13.0%) 

• not wanting to think about being pregnant (11.0%) 

• having too many other problems to go for care (10.7%) 

• having no way to get to care site (9.5%) 

• not knowing she was pregnant (9.4%) 

• not wanting people to know about the pregnancy (8.7%) 

• prenatal care site was too far away (7.9%) 

• not being able to get an appointment (7.2%) 

• being unable to speak English well (5.3%) 

• not knowing where to go for care (5.1%) 

The data indicates that women often encounter multiple problems in 
accessing prenatal care. Women with no prenatal care reported an average 
of 2.6 problems, while the average for women with adequate care was less 
than one. 

KuHivariable statistical analysis demonstrated significant 
associations between many of these problems and less than adequate 
prenatal care use. The impact of poverty and lack of insurance coverage 
as barriers to care was again highlighted. Young age, single marital 
status, unplanned pregnancies, multiple pregnancies, other problems 
taking precedence, and not wanting others to know about the pregnancy 
also emerged as significant factors, finally, use of a new health care 
site, use of a hospital clinic, and dissatisfaction with prenatal care 
were also significantly associated with less than adequate prenatal care 
use. 
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The findings from the Massachusetts Prenatal Care Survey are being 
utilized to design and implement demonstration projects in the project's 
four target communities, and to guide the implementation of 
reconmendations of the staters Task force on Prevention of Low 
Birthweight and Infant Mortality, which is chaired by former U.S. Surgeon 
General Or. Julius Richrr^nd. 

The Task force presented a comprehensive set of recoimiendations in 
five broad areas, with a strong emphasis on improving access to 
comprehensive prenatal care. Consistent with the findings of the 
Massachusetts Prenatal Care Survey, the Task Force cited financial 
barriers to care for priority attention. The Task Force identified the 
need for increased federal assistance, but recommended a series of steps 
that could be taken at the state level if that assistance were not 
forthcoming. 

In response, the state amended insurance statutes to eliminate 
exclusion of maternity benefits, expanded Medicaid coverage, and 
initiated a new btaie funded program to provide maternity coverage for 
the remaining low-income uninsured women. The Healthy Start Program was 
launched in December, 1985, and has enrolled over 11,000 women to date. 

The Healthy Start Program was designed to promote early and 
continuous use of comprehensive maternity care. Relieving women of the 
financial burden of care is a central but not the sole component of the 
program. Eligibility requirements were kept simple - income below 105X 
of the federal poverty line and lack of coverage were the main criteria; 
no resource tests were imposed. Women fill out the simple application 
fom) at the prenatal care sites or over the phone on a toll-free line. 
Once enrolled, women retain their eligibility until 60 days after 
delivery. Regionally based staff provide assistance in locating prenatal 
care providers and other health and social services. Posters, brochures, 
media and conmunity groups are used to let women know about the program. 

Some of these features of the Healthy Start program are now being 
incorporated in Medicaid programs across the country, as a result of new 
options enacted in the Sixth Omnibus Reconciliation Act, or SOBRA. 
Massachusetts' Medicaid program is now available to pregnant women with 
incomes below the poverty level, without a resource test, and eligibility 
is retained through the postpartum period. Our Department is currently 
working with Medicaid to implement the new presumptive eligibility 
process, enabling the state's prenatal care providers to determine 
Medicaid eligibility on site. We are considering use of the Healthy 
Start application form for both programs. 
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evaluation of the Healthy Start program is underway, and there is 
preliminary evidence of its success. The sheer number of women enrolled 
attests to the fact that the program addressed a large unmet need. The 
program is reaching young, single and minority women in greater numbers 
than they are represented in the state's births, and one in five 
participants speaks a language other than Cnglish at home. Preliminary 
analysis of 1906 data from state supported Hatemal and Infant Care 
clinics show that Healthy Start women had higher rates of early and 
adequate prenatal care use compared to women with no coverage. 

The Task force on Prevention of Low Oirthweight and Infant Horlality 
also made reconimendalions to address other barriers to care and to 
promote comnunity based, culturally sensitive programs designee to meet 
the needs of low income pregnant women. Uninsured women, Medicaid 
recipients, and other respondents to the prenatal care survey reported 
lack of social supports and varying levels of stress during pregnancy 
including financial stress, worry about their housing situations, 
attempts to get needed services, partner and family concerns, health 
status during pregnancy, and children, to mention a few. The existence 
of these stresses suggest the need for improved living conditions for 
poor or near poor pregnant women. A public health approach supports the 
need for strategies that include public funding for case management, 
comnunity and home-based education, and the buttressing of a conmunity's 
own strengths and resources. 

In Massachusetts, in the most recent competitive bidding process for 
state and federally funded Maternal and Infant Care (MIC) projects, 
community outreach, health education, psychosocial support and 
interconceptional care were particularly emphasized. Examples of 
innovative strategies currently being developed by funded sites include a 
supportive sister program where convnunity women are trained to work with 
young parents and serve as positive role models, trained health education 
counselors who act as teen advocates, and a nurse-midwife who provides 
prenatal care for pregnant teens in a high school clinic. The same 
federally funded project that conducted the prenatal care survey has also 
designed and implemented, in partnership with community agencies, a case 
management and social support project in rural western Massachusetts. 
Community volunteers are trained to work with high-risk, poor, and often 
isolated women by offering advocacy and referral, education, social 
support, home visits and transportation to care. In the city of Holyoke, 
the project supports a Spanish-language, culturally relevant drop-in 
center, where Puerto Rican women can gather to talk with other women and 
get information and referrals. This same project is currently developing 
"cases informativas de salud," or health information houses in the 
neighborhood homes of Puerto Rican women who volunteer their residences 
as a meeting place for neighbors and friends to talk about pregnancy 
self-care, to pick up prenatal care health education materials, and to 
get referrals to services- 
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Massachusetts has taken many additional steps to reduce low 
birthweight and infant mortality, including increased state support for 
family planning, the WIC nutrition program, and teen pregnancy 
prevention. '*jmmunity coalitions in twelve coimunities with the highest 
rates of teen pregnancy and infant mortality have received state 
assistance in needs assessment and planning. In rY*87, state funding for 
public health programs to reduce low birthweight and infant mortality 
approached $30 million. Massachusetts has made a major financial 
commitment, and as stated by our House Ways and Means Chairman Richard 
Voke, a moral commitment to the health of our children. Tederal funding 
through the Maternal and Child Jlealth Services block grant has supported 
statewide needs assessment and planning, the Maternal dnd Infant Care 
Projects, and the survey and demonstration projects I have described 
today. The state and federal government share equally in the 
improvements that have been made in the Medicaid program. 

Out much more remains to be done. There were many more excellent 
proposals for Maternal and Infant Care Projects than available dollars, 
rederdl HCIf support has not kept pace with need or even with inflation. 
Means for continuing or replicating successful demonstration projects are 
iicl at hand. Massachusetts, although enjoying a strong economy, does not 
have "limitless resources. Other states across the country with poorer 
rdtes of prenatal care and infant mortality are even more constrained. 

The federal government must join the states in a moral commitment to 
women and children, and provide both leadership and financial resources. 
The financial barriers to prenatal care clearly must be eliminated. As 
our survey data also pointed out, women obtaining late and insufficient 
prenatal care are more likely to be poor, single and young, have 
stress'f il led lives, fear of medical providers and procedures, unplanned 
pregnancies, and lack of social supports. Intensive community-based 
outreach, nontraditional educational approaches, personal attention, case 
management and other forms of support are required before, during and 
after pregnancy. Resources for the development and maintenance of such 
innovative strategies are critical. The economic, social and human costs 
to government, women and unborn children will continue to mount until 
women receive the care and support we know they need. 
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APPENDIX A 

ADEQUACY OF PRENATAL CARE UTILIZATION 
FOR MASSACHUSEIIS RESIDENTS. 1981 THROUGH 1985 



Percent with Adequate Prenatal Care 
1981 l^ii 1985 

83.0% *'?.3% 79.8% 79.7% 78.6% 



ADEQUACY OF PRENATAL CARE OY MATERNAL AGE AT DELIVERY 
FOR HAS«'^'*«i»*";ETTS RESIDENTS. 1981 THROUGH 1985 



Aae Groups 


1981 


1982 


1983 


1984 


1985 


< 19 
20-24 
25-34 
> 35 


57.1% 
76.9% 
86.3% 
82.4% 


57.6% 
75.8% 
85.5% 
83.0% 


54.0% 
72.6% 
84.2% 
82.7% 


53.9% 
73.1% 
85.1% 
84.1% 


52.7% 
71.6% 
84.4% 
84.2$; 




ADEQUACY OF PRENATAL CARE 8Y MATERNAL RACE 
FOR MASSACHUSETTS RESIDENTS, 1981 THROUGH 1985 




Race 


1981 


1982 


1983 


1984 


1985 


White 
81ack 
Hispanic 
Asian 


82.4% 
65.8% 
66.4% 
67.2% 


81.8% 
66.0% 
63.0% 
65.0% 


80.2% 
66.4% 
62.1% 
68.8% 


81.0% 
68.4% 
63.6% 
72.6% 


81.3% 
57.4% 
58.7% 
73.5% 



Data Source: Division of Health Statistics and Research, Massachusetts 
Department of Public Health 

Data Analysis: Division of Family Health Services, Massachusetts Department 
of Public Health 
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TRIHESIER OF REGISl RATION FOR PRENATAL CARE 
FOR MASSACHUSETTS RESIDENTS. 1981 THROUGH 1985 



Percent with First Trimester Registration 





1981 


1982 


1983 


1984 


1985 




CI, 2% 


86.4% 


84.4% 


85.1% 


84.3% 




TRIMESTER Cf ?.Cr-SlRATION BY MATERNAL 
FOR MASSACHUSETTS RESIDENTS. 1981 


AGE AT 
THROUGH 


DELIVERY 
1985 


Aae Groups 


1981 


1982 


1983 


1984 


1985 


< 19 
20-24 
25-34 
> 35 


66.1% 
84.5% 
92.5% 
89.0% 


65.9% 
83.1% 
91.4% 
89.1% 


60.9% 
79.2% 
89.9% 
88.4% 


60.7% 
79.9% 
90.6% 
89.3% 


60.1% 
78.2% 
89.6% 
89.1% 



TRIMESTER OF REGISTRATION BY MATERNAL RACE 
FOR MASSACHUSETTS RESIDENTS. 1981 THROUGH 1985 



Race 


1981 


1982 


1983 


1984 


1985 


White 


89.2% 


88.2% 


86.2% 


86.8% 


86.6% 


Black 


75.0% 


74.0% 


72.3% 


73.9% 


65.9% 


Hispanic 


73.2% 


70.9% 


69.6% 


71.8% 


69.7% 


Asian 


75.9% 


74.2% 


76.1% 


78.9% 


79.3% 



Data Source: Division of Health Statistics and Research. Massachusetts 
Oepartntent of Public Health 

Data Analysis: Division of Family Health Services. Massachusetts Department 
of Public Health 
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APPENDIX B 



HASSACHUSeUS PRINATAI CARE SURVEY 
Brief Description 



Study Background 

• declining prenatal care utilization In Massachusetts 

• disparities In adequacy of prenatal care utilization and first trimester 
registration for prenatal care among age, race, and regional subgroups 

• concern over rates due to the association between prenatal care 
utilization and birth outcone and the niother's health and well-being 
during pregnancy 

• lack of Information on barriers to prenatal care. In particular those 
experienced by nigh-risk groups, such as teens, minorities, the uninsured, 
low-Income women. Medicaid recipients, and recent Ininlgrants 

Study Sponsor 

The Massachusetts Prenatal Care Survey (MPCS) Is an Important component of 
a three-year, federally funded research and demonstration grant awarded to the 
Division of Family Health Services, Massachusetts DeparUnent of Public Health, 
In August 19BS by the U.S. Department of Health and Human Services, Division 
of Maternal and Child HeaUi). The grant supports the MPCS and the planning, 
ifflplementatton, and evaluation of demonstration projects In four areas 
determined to be at high-risk for Inadequate prenatal care utilization and 
poor birth outcomes: the cities of Boston, Hew Bedford, and Holyoke, and 
South Berkshire County In western Massachusetts. 

Study Objectives 

• Identify behavioral, cultural, socioeconomic, and Institutional factors 
related to prenatal care utilization 

• to Identify differences and similarities In these factors for age, race, 
and Insurance subgroups of the population 

• to collect data useful for planning, Inplementing, and evaluating projects 
In four demonstration communities and for policy decisions and program 
planning In maternal and child health programs In other cities and towns 
In Massachusetts 

Study Content Description 

The MPCS, an account from women themselves of their pregnancies. Includes 
information on soclodemographic and socioeconomic characteristics of 
respondents, self -reported barriers to prenatal care, the characteristics of 
the prenatal care received. If any, (e.g., waiting time, travel time, 
satisfaction with care, type of prenatal care site, number of prenatal care 
sites used, health education received), perceived health status, participation 
In public programs during pregnancy (e.g., HIC, AFDC, Medicaid), perce'.ved 
sources and amount of stress during pregnancy, social support, financial 
accessibility of prenatal care, and many other data Items. 
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study Design 

Ihe design and methodology of the HPCS Is that of a -follow-back" survey, 
mo»:<led on the 1980 National Halallty Survey, with parllclpauVs selected 
through Identification on Iheir Infants* birth certificates. The survey was 
planned and conducted by menibers of the Prenatal Care Project In the Division 
of Family Health Services. 

The sample for the HPCS was drawn from the 1985 computerized birth file at 
the Massachusetts Department of Public Health for all women giving birth In 
Massachusetts between July and September 1935. All women who had Inadequate 
or no prenatal care for this pregnancy were Included In the ^tudy. Women 
residing In the four project demonstration communities were ovcrsampled. A 
10% random sample of women residing In other areas throughout the state made 
up the third stratum of the overall sample of 3,087 women. 

Confidentiality of the Data 

During the planning of the MPCS, a study protocol describing 
confidentiality measures was submitted to the Human Subjects Review Comralttee 
at Lemuel Shattuck Hospital and approved In September 1985, The MPCS data has 
also been designated as confidential, pursuant to Massachusetts General Laws 
Chapter 111, Section 24A, to be used for research purposes by the 
Massachusetts Department of Public Health. This authorization extends to the 
end of the grant period. 

Additionally, all women In the MPCS were assured that their responses 
would be confidential and that their names or any other personal Identifiers 
would never be linked to the data. This rule of confidentiality Is enforced 
through the use of an Identification number which replaces the participant's 
name on the questionnaire and data files. 

Data collection methodology and data collection personnel 

A mixed mode strategy cf data collection was employed. Three successive, 
timed mailings of questionnaires and reminders went out to women In the 
sample. Non-respondents to the roall survey were followed up by phone or home 
visit for personal Interviews. The mall strategy was omitted for teens under 
age 18 and women who had suffered adverse reproductive outcomes; these women 
were sent a letter Informlnsi them of the survey and were then contacted 
directly by phone or by home visit for an Interview. Momer In the sample who 
had given their babies up for adoption were not Included In the study. 

The survey questionnaire was available In English, Spanish, Portuguese, 
and Haitian Creole. Bilingual telephone and field Interviewers were used. 

Response Rate 83.8% (2587 women responding) 

Analyses and Subanalvses 

The outcome measures or dependent variables In the analysis of factors 
influencing prenatal care utilization are adequacy of prenatal care utaizatlon 
(as defined by trimester of first prenatal care visit and total number of 
visits adjusted for gestational age at birth) and trimester of reslsiratlcn for 
prenatal care. Ordinal logistic regression vis used for this analysis. 
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In addition to the primary analysis, other analyses currently underway 
with the HPCS data Include: 

• an analysis of recall of prenatal care utilization by mothers of 
Infants with adverse reproductive outcomes vs nonnal deliveries 

• an analysis of r lal differences In the number of prenatal care 
visits In late p. <3nancy 

• an analysis of the adequacy of occupational Information on the survey 
as con^ared to that reported on the Massachusetts birth certificate 

• an analysis of the effect on response rate of a mixed mode 
methodology of survey data collection 

« an analysis of the effect of Hispanic classification on perinatal 
"Statistics and understanding of barriers to prenatal care: 
comparison of birth registry and survey data 

« an analysis underway with Or. Hilton Kotelchuck using th^ HPCS data 
to test the Kotelchuck Index of Adequacy of Prenatal Care. 

For additional Information on the HPCS. contact £llen Gibbs. Prenatal Care 
project Director, or Sarah Johnson. Sr. Planner and Research Analyst. They 
may be reached at (617) 727-5121 or by writing to them at the following 
address. Prenc^tal Care Project. Massachusetts Department of Public Health. 
ISO Treroont Street. 2nd floor. Boston. Hassachusetts 02111. 
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APPENDIX C 

HASSACHUSUTS PRENMM CARE SURVEY 
PRELIMINARY HULIIVARIABLE FINDINGS ON FACIORS SIGNIFICANUY 
ASSOCIAIEO WHH ADEQUACY OF PRENAlAL CARE UTUIZAlION 
FOR ALL RESP0NDEN1S 
N«25d7 

A slallsllcal lechnlque called ordinal logistic regression was used to 
examine the effects of the Independent variables of Interest on adequacy of 
prenatal cure utillzatlo.i. The soclo-demographic variables controlled for In 
the analysis were: maternal age. education, ethnicity/race, family Income, 
parity, and gravidity. After controlling for these factors, the following 
Independent variables were significantly associated with '.ess than adequate 
utilization: 

• No Insur/^nce *** 

• Too many other problems to go for care *** 

• Oldn't want people to know about pregnancy ***** 

• Never used health care site before this pregnancy *** 

• Pregnancy not planned *** 

• Dissatisfaction with prenatal care ** 

• Received prenatal care at hospital clinic (compared to private 
doctor or HHO) * 

In this particular analysis, the following socio -demographic variables 
were also significantly associated with less than adequate prenatal care 
utIllzdMon: 

• Single marital status * 

• Maternal age < 19 (compared to 25-34) * 

• Materni'. age 20-24 (compared to 25-34) * 

• Income < $10,000 (compared to Income > 520,000 *** 
Income TlO, 001-20, ODD (compared to > $20,000) ** 

• Pregnant more than three tiroes * 



The overall model was significant: 
X2«745.53, p < .0001 



Key: 



* - p < .05 
** ■ P < .01 
*** « p < .001 
**** • p < ,0001 
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EALTHY 



T 



-A PROGRAM 



OF CARE 



FOR PREGNANT- 



WOMEN:. 




ticalthy Stan is a program that will 
pay for quality maternity care, ir)-ou 
meet certain guidelines, Vou may 
qualify! 



CO 
CO 



What services 
will I receive? 



Am I eligible? 



You may be eligible for Healthy Start 
if>-ou' 

• are pregnant 

• have no other insurance coverage 
for pregnancy care and/or hospitaJ 
charges 

• are not eligible for Medicaid 

• meet Healthy Start income 
guidelines 

• live in Massachusetts 

• choose a doaoi; nurse mid wife^ 
health center or hospital partici- 
pating In the Healthy Start 
program 



O © 



Healthy Start paj-s for the cost of care 
related to pregnancy, including: 

• a pregnancy test 

• pregnane)' care with a participat- 
ing private physician, nurse mid' 
wife, health center or hospital 
clinic 

• pregnancy related lab tests and 
prescriptions 

• assistancclnrmdingother ' 
services >'0u may need during 
pregnancy 

• all hospital labor and delivery 
costs 

• one health care visit for you after 
delivery 



How can I sign up? 

Please call our toll free number, 
1-800-53 1-BABY. 
. (I-800-531-2229) 

You can apply by phone. Or, write 
for more information at: 

Healthy Surt 

Department of PublicHealth 
Division of Family Health Services 
l50Tremont Strcet,3rd Floor 
Boston, MA 021 II 
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Remember: you and 
your baby deserve a 
healthy start 



♦ Early pregnancy care helps >'0u 
have a healthier bab>'— get care 
as$oonas>'ou know>'Ou arc 
pregnant. 

♦ Eat plenty of nutntious foods. 
Good for >'0u, good for yout baby 

♦Clgareucscan harm >'Our baby. So 
can alcohol an d drugs. I f >'0u use 
these, >'Our baby does too. Avoid 
them all. 

If>'Ou have any questions about your 
prcgnanc>' care, please call us at. 

1.800-531-BABY (toll free). 

(l'80O-531-2229) 




You and >'Our baby dcscr>-c ihe ocst 
ofhealih care. The best care includes 
regular visits to a health care pro« 
vider beginning in ihc first months 
of>'Our pregnancy. 

Department of Public Health 
Commonvv-calih of Massachusetts 
Michael S. Dukakis, Governor 
Philip W. Johnston, Secretary of 

Human Services 
Bailus Walker, Jr., Ph D.,M.RH.. 

Commissioner of Public Health 
CharlesM. Atkins, Commissioner of 

Public ^Ifaic 
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Closing the Gaps: 

strategies for improving the i-ieaSth 
of I\/!assachusetts infants 

Executive Summary 



Task Force on 
Prevention of Low Birthweightand Infant Mortality 

Report to the 
Massachusetts Department of Public Health 



May 1 985 



Ap»rov*d by D*ftlil C*rttr, SUCi rurch«ala| AttaC 
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Executive Summary 



In Septefri)er, 1984, Massachusetts Public Health Coimiissioner, Or. Sailus 
Walker, Jr., appointed a nineteen-fnefnber Task Force on Prevention of low 
Birthweight and Infant Moitality. This action was prompted by increasing 
national and state concern about trends in these sensitive indicators of 
health. In Massachusetts, the infant mortality rate increased from 9.6 infant 
deaths for every 1,000 live births in 1981 to 10.1 in 1982. This was the first 
increase in nine years and the largest in seventeen years. Additionally, 
comparable to trends across the country, the infant mortality rate for blacks 
in Massachusetts was more than double that for whites, and significant 
variations in rates among Massachusetts coronunities persisted. 

The Task Force was asked to address low birthwei^t as well as infant 
mortality. Two-thirds of infant deaths are associated with low birthweight, 
and much of the recent progress made in reducing infant mortality is the result 
of improved survival rates for babies rather than prevention of low 
birthweight. National experts have concluded that low birthweight prevention 
would contribute significantly to further reductions in infant mortality and 
irrproved child health. Surviving low birthweight infants are at increased risk 
for health and developmental problems. 

In formulating its findings and recommendations, the task Force focused on 
aredS where the state could improve upon existing efforts that contribute to 
prevention of low birthweight and infant mortality. Massachusetts currently 
offers a range of services and programs that address these problems, and in the 
past ^ew years, the Commonwealth has taken numerous steps and invested 
resources in strengthening and expanding these programs. The Task Force's 
report is intended to provide guidance to the state in building on the current 
system to achieve further progress, particularly in preventing low birthweight. 

The Task Force on Prevention of Low Birthweight and Infant Mortality fovnd gaps in 
rates of low birthweight and infant mortcdity among vulnerable populations in the state as 
well as gaps in resources and services avculable to pregnant women, infants, and their 
families across the state. It concluded that there is unequal opportunity for infants to 
grow up hecdthy in the Commanwecdth, and that these gaps must be r'osed if Massachusetts 
is to jnaintcun and further its progress in preventing avoidable infant death and disability. 
The ppportmity for every infant bom in the Commonwecdth to enjoy hecdthy development 
must be maximized. A summary of major findings and recommendations ii> presented below. 



TASK FORCE FINDINGS: WHERE ARE THE GAPS? 

Massachusetts' rates of low birthweight and infant mortality generally are 
lower than those for the nation and other states, although in \982, 
twenty-three (23) other states recorded lower infant mortality rates, while 
the state's infant mortality rate declined to 9.0 infant deaths per 1,000 live 
births in 1983 (compared to 9.6 in 1981 and 10.1 in 1982), the Task Force's 
findings of gaps in rates among different groups as well as gaps in services 
indicate continuing cause for concern. 
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1* Gaps in Rates of Low Birthweight, Newborn and Infant Deaths 



Infant death and disabiHty occur across the state In evtry racial, 
ethnic and age group, but gaps between groups can be Identified. 

- Bv Race <ind Ethnicity 

While rates of low birthweight and infant mortality have been 
declining among all racial and ethnic groups, the gap between rites for 
blick and white infants has been roughly double during most of the past 
decade and appears to be widening. Rates for Hispanic infants appear to 
fall in between rates for these other two groups. 

- Bv Geographic Area 

Rates for communities such as Springfield, Holyoke, and Boston 
consistently exceed the state rate, «nd are more than double rates for 
contnunities such as Plymouth, Weymouth, and Newton. 

- Bv Income Level 

Babies born to poor women are 1 1/2 times rore likely to die than 
those born to women in higher income levels. The racial and ethnic groups 
diiu communities in Massachusetts that have high rates of low birthweight 
and infant mortality also contain high proportions of the poor. 



Rates for teenagers, particularly young teens, are consistently 
higher than those for older mothers. 

2« Gaps in Access to ttie Healiti Cara System 

One of the most basic prerequisites to promoting infant health is the 
provision of healt^ care to mothers and their infants before, during, 
betwe'-n. and after pregnancies. Massachusetts offers these services 
throug> a range of private and publicly subsidized providers and progra*- . 
including physicians in private practice, community health centers, 
hospitals and health maintenance organizations. The Task Force found 
barriers to obtaining these services which most directly affect the 
high-risk groups identified above. 

- Utilization of Prenatal Care 

After steadily increasing until 1981, the percentage of women 
receiving adequate prenatal care (as defined by when «.are began, hov< many 
visits occurred, and adjusted for the baby's gestational age) has recently 
begun to decline. 

Tne women in groups and communities with high rates of low 
birthweight and infant mortality also are often less likely to obtain 
adequate prenatal care and to register early for care. 

Babies born to women who have no prenatal care have a neonatal 
mortality rate i.en times greater and a low birthweight rate five tiroes 
greater than women who receive adequate care. 



- Bv Age 
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- Affordabilitv of Carg 

It is estimated that approximately 6,000 Massachusetts women are 
uninsured by either Medicaid or private insurers for maternity care. 

Health insurance policies may exclude coverage for maternity services 
for the self-insured, for women insured under individual rather than 
family policies, and for minor dependent teenagers. 

Women insured through Medicaid may not be ensured access to 
reproductive and maternity health care throughout the state due to low 
Medicaid participatio.i of obstetricians and gynecologists in some 
communities. 

- Other Barriers to Care 

Transportation, as well as linguistic, cultural and attitudinal 
barriers serve to impede utilization of services by women and infants, 
particularly by high-risk groups. 



3. Gaps in Components of the Health Care System 

To be effective, prenatal care must be comprehensive, addressing the 
inter-related factors associated with low birthweight and infant 
mortality. These include poor nutrition, smoking, alcohol and drug use, 
inadequate spacing between pregnancies, stress, infections, and premature 
labor. Gaps in services needed to address these factors were found in the 
Commonwealth. 

- Private Physicians 



Obstetricians in private practice provide the bulk of prenatal care 
in this state. They generally do not have the training or access to other 
resources to enable them to provide all the components of comprehensive 
prenatal care, particularly for women in high-risk groups. 

- CotTTOUnltv Health Centers 

While generally promoting comprehensive te,im approaches to prenatal 
and Infant health care, community health centers also encounter 
difficulties in providing such care. Physicians are difficult to attract, 
and other health professionals and paraprofessionals (including 
nutrlt'onists, social workers, health educators, and outreach workers) do 
not geiierite revenue. Twenty (20) Department of Public Health Maternal 
and Int^r.t Care (MiC) projects provide contract support for a 
comprehe.isive team model, but MlCs and community health centers are not 
available In all areas of the state. Additionally, they may have 
difficulty In recruiting minority personnel knowledgeable and sensitive to 
the language and culture of residents In their service area. 

- Categorical Programs 

The Women. Infants, and Children (WlC) Supplemental Food Program as 
well wS Family Planning se;vices provide essential ceaponents of the 
comprehensive package of cars, but do not reach all who are eligible and 
in need. 
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- Regionalized Systeras and Infant Care 

While the state's informal, regionalized perinatal systems and 
sophisticated newborn intensive care units may be largely responsible for 
the reductions in infant mortality in recent decades, the systems have not 
been formally evaluated. Additionally, follow-up services for high-risk 
infants and their families are limited. 



4. Gaps in Information 

While data collected and analyzed by the state provides a solid basis 
for program planning and policy development, the Task Force noted a few 
gaps. 



• The vUal statistics system fails to provide reliable data on both 
race and ethnicity, hampering understanding of the nature and 
severity of infant health problems among minority populations, 
particularly Hispanics. 

• A timely mechanism for providing low birthweight and infant 
mortality statistics to local and regional providers and planners 
is lacking. 

• More specific information on barriers to care, particularly from 
the women's perspective, would aid in program planning. 



TASK FORCE RECOMMENDATiONS: HOW CAN WE CLOSE THE GAPS? 



The Task Force's recomuendd^ions fall within five broad strategy areas 
which \^ uelieves should form the basis for development of a comprehensive 
plan of action. The reconvnend itions should be viewed as only the first step 
in a process which must involvs a broad coalition of individuals, agencies, 
and organizations in the public and private sectors and at the federal, state, 
regional and local levels to en;;ure that the identified gaps are effectively 
closed. While it was charged with making recommendations to guide state 
action, the Task Force also c^lls on the federal government to increase its 
support for measures to reduc low birthweight and infant mortality in 
Massachusetts and across the nation. The Task Force urges the Governor and 
the Massachusetts Congrcssion? 1 Delegation to seek federal assistance in 
implementing a comprehinsive plan of action based on the recommendations which 
follow. Existing federal programs addressed in the ret.'^mmendations must 
receive adequate support. The federal government roust also ^***' to new 
and additional strategies to assure the future health of o\ erable 



1 . Stra^epies to Reduce Low Birthweight and Infant Moriaiity Must be 
Specifically Targeted to and Tailored for High«Rlsk Gioups'and Areas 

Gaps in low birthweight and infant mortality rates between different 
communities, racial and ethnic groups, and teenage and older mothers roust 
be narrowed to achieve an overall reduction in the state's rates. While 
each of the other strategies which iollow will also address the needs of 
these high-risk groups, this first strategy is intended to reinforce 
attention to their needs at local, regional, and state levels. 



citizens. 



4 




ERLC 



140 



A. Strengthen existing regional planning through existing regional 
planning agencies in each of the state's six health systems areas 
(HSAs). The designated state health planning agency, the Executive 
Office of Human Services, should develop criteria for components of 
regional plans addressing maternal and infant health needs and 
services, and make current state grant awards to these agencies 
contingent upon their response to the criteria. 

B. Promote local and regional coalitions through linkage with and 
assistance from HSA planning agencies and the Department of Public 
Health in identified high-risk convnunities in the state. Award small 
state grants and encourage local private/public contributions and 
support. 

C. Provide technical assistance to the HSAs and local coalitions through 
a Department of Public Health team which could aid in needs 
assessment, planning and program development. 

D. T ailor statewide planning and policy development to sensitively and 
effectively address the specified needs of high-risk coninunitles and 
groups. 



2. Maternity and Infant Health Care Must be Affordable for All 

studies have shown that for every dollar spent on prenatal care, four 
to six dollars are saved in neonatal intensive care and re-hospitalization 
for low bir\hweighl infants during the first year of life. Investing in 
prenc:til care would not on]y help to close the gaps in infant health 
rates, but would also generate cost savings. 

A. Mandate private insurance coverage of maternity benefits on the same 
basis as benefits for other conditions. Gaps or exclusions in 
existing policies could be closed with minimal cost to policy holders. 

B. Increase enrollment of eligible women in Medicaid through improved 
intake and referral coordination at local levels, as well as other 
strategies to be developed jointly by the Departments of Public Health 
and Welfare. Recently, AFDC income assistance benefits were restored 
to first-time pregnant women from the beginning of their pregnancies 
at full state cost. This should increase utilization of Medicaid 
benefits by Inese women. 

C. Expand etigiblity for Medicaid by continuing to raise standards of 
need for AFDC and medically-needy related Medicaid coverage until 
they, at minimum, reach the federal poverty line. The A% increase in 
the AFDC payment standard, and \Q% increase in the Medicaid-only 
standard this fiscal year will enable a total of 1900 additional 
families to receive Medicaid coverage. The additional SX increase in 
the AFDC payment standard proposed for FY'86 would further contribute 
to this goal. 

D. Establish a maternity care payor last resort program to pay for 
prenatal and delivery care of uninsured women who cannot afford care. 
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in oNer to ensure that they corae in early and often enough to 
benefit. The state hw already begun to work with private insurers to 
develop a health insurance plan for low income individuals. 
Additionally, ^900,000 is proposed in the Department of Public 
Welfare's FY'86 budget to provide maternity care for uninsured 
low-incon>e adolescents. The state should expand upon this proposal to 
Initiate a program to remove financial barriers to maternity care for 
all needy uninsured women in the next fiscal year. 

Comprehensive Maternity and Infant Care Services Must be Readily 
Accessible to All Women In the State 

Ensuring financial access to care is critical, but not sufficient to 
significantly reduce low birthweight. Comprehensive care addressing 
medical, nutritional, psychosocial and other key needs must be available 
and must be tailored to meet the needs of different population grouus. 
particularly those at high risk for problems. 

^' Ensure availability of p hysicians to serve low-income women through 
increased Medicaid participation and development of a state health 
service corps program. 

Expand use of mid*levgl health p rofessionals , especially 
nurse-raidwives, through third-party reimbursement «nd support through 
public health contracts. ^ 

C. Promote culturally appr opriate care , by training existing providers in 
culturally-appropriate care for major linguistic and ethnic minority 
groups, and developing strategies to recruit minority personnel. 

^- Establish or expand P ublic health prenatal care Programs in critically 
underserved areas, including Holyoke and other cormunities with high 
rates of infant mortality and/or limited access to servi**es. 

E. Develop new models fo r comprehensive prenatal care programs that fit 
conreutiity needs and better link and coordinate resources in a 
conreunity. particularly in areas without cotmjunity health centers. 

Expand WIC and Family Planning Services . thmntrh advocacy for increased 
federal funds and strategies to increase utilization of family 
planning by Medicaid recipients. The state orovided supplemental 
funding to th- WiC program in FY 1984 and FY 1985, and 15,000 more 
women, infants and children are nov receiving supplemental nutritious 
foods 5<nd nutrition counseling, wtiile the state at minimum must 
ensure thU the progran is funded to continue serving 63,000 
recipients, the federal government should be called on to provide 
funding so that a greater percentage of the approximately 150,000 
eligible f;>r the program can be served. 

6. Imrlemont rc ip^ett^rv^vp pren atal care standar^ < state wide by requiring 
that an car' paid fjp by th?5 %utt pee*, the scaidard and increasing 
reimbursemet . and resources to ensur provl ion d critical 
components. Medical and other orofrssional .-conizations snould work 
with the Department o'. Public ilealth to ad/pt ^xistiny professio.ial 
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standards and to encourage adoption of the standard by all providers 
of prenatal services. 

H. expand high-risk infant follow-un services to ensure support to 
families once infants leave the hospital. 



4. Every Woman of Chlldbearing Age Should Be Well l^Jormed About Factors 
Contributing to Healthy Babies and About Availability of Services 

If women are to utilize available services to maximum advantage, they 
must be aware of those services and the importance of utilizing them early 
a»d copAinuously. Information on factors affecting birth outcomes, 
particularly the importance of early, continuous comprehensive prenatal 
care and how to obtain it, should be available to all women, but should be 
specifically targeted to high-risk groups, including low-income, minority 
and teenage womer*. 

A C piduct a statewide media campaign that provides information on 

factors promoting healthy birth outcomes, stressing the importance of 
early prenatal care and how it can be obtained. 

0_ Conduct intensive conmunitv-based outreach in high-risk areas through 
conrnunity organizations. 

Provide ongoing support for outreach through specific contractual 
support for existing programs and innovative community *based models. 



5. Ongoing Monitoring of Maternal and Infant Health Status and Needs 
Must be Strengthened 

Effective policies and programs to promote infant health must be 
informed by timely and useful data. 

A Improve statewide data collection by improving its timeliness. 

collecting data on both race and ethnicity on the birth certificate 
and develop other mechanisms for improved needs assessment, 
particularly on specific barriers to care. 

B. Disseminate timely data to regional and local entities to aid in 
program planning and evaluation. 

Q Periodically review infant deaths and regionalized p erinatal systems 
on a statewide or regional basis to evaluate service systems and 
identify problems. 
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Mr. Weiss. Thank you very much, Dr. Havas. 

Dr. Johnson, I would like to get a better idea of the number of 
pregnant women who do not have health insurance or Medicaid. 
For example, at the 100 percent of poverty level or below, how 
many pregnant .women in New York or Texas would need to pay 
for prenatal care themselves? 

Dr. Johnson. The answer is clearer for Texas than it is for New 
York. For Texas, in round numbers, there are 57,000 women who 
are at 100 percent of poverty or below and do not have either in- 
surance or Medicaid. For New York, the figure that we have is ap- 
proximately 8,500. But this excludes New York City and onlj* ap- 
plies to upstate New York. 

Mr. Weiss. Why do you think there would be such a difference 
between those two Stales? 

^ Dr. Johnson. Well, the need levels depend upon three things ba- 
sically: The number of poor women in the population who are 
having infants: the extent of insurance coverage within the State; 
and then third, the eligibility cutoff for Medicaid. In Texas it hap- 
pens to be 35 percent of poverty. 

Mr. Weiss. In order to substantially improve access to prenatal 
C'""*^, and thereby decrease infant mortality and low birthweight, 
what would you recommend as changes in eligibility for Medicaid? 

Dr. Johnson. Well, I think looking at the figures, my recommen- 
dation would be to fix Medicaid eligibility at 185 peicent of poverty 
for pregnant women, which would help States leverage their local 
dollars. 

There is something else that I would not want to be missed here, 
and Massachusetts provides an apt example for this. The States are 
really trying. There are many prenatal care efforts out there. In 
many respects the leadership is coming from the States, but they 
need help. If Federal dollars were there to leverage State dollars, I 
think most of this need could be addressed. 

Mr. Weiss. How many women at or below the 185 percent of pov- 
erty level would qualify for free prenatal care under your recom- 
mendation, who currently have no insurance or Medicaid? 

Dr. Johnson. Well, across these 10 States at least, it would be 
about 250,000. 

Mr. Weiss. And I assume— and you have alrea.'^ indicated— that 
this would be a cost-effective strategy. Is that right? 

Dr. Johnson. Oh, indeed. I think all the evidence points in that 
direction. 

Mr. Weiss. Do you have any numbers to indicate what the total 
amount of savings or costs would be? 

Dr. Johnson. Well, I think it is probably— I think I would rather 
defer an answer on that and give you a more detailed answer. It is 
not something that 

Mr. Weiss. If you would submit it for the record, we would appre- 
ciate it. 

Dr. Johnson. Indeed. 

[The information follows:] 

Estimates of cos^ savings range from approximately $3 to ^ j high as $10 for each 
dollar expended on prenatal care. Other research has indicated that about 25 per- 
cent of the nearly $3 billior; *n neonatal intensive care costc are avoidable. 
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Mr. Weiss, Your research makes a major contribution to our un- 
derstanding of the needs of poor pregnant women. Are there any 
other studies like it? 

Dr. Johnson. There are other efforts to arrive at similar infor- 
mation. I think what is special about this is having information on 
actual pregnancy cases and also information about how they paid 
for their prenatal care. That is what is special about the study, I 
would say. 

Mr. Weiss. Ms. Brown, do you agree with Dr. Joimson about the 
cost-effectiveness of prenatal care, and do you hiwe any additional 
estimates? 

Ms. Brown. Well, as you have heard a number of times this 
morning, the InHtitute made a cost effectiveness estimate a few 
years ago, that ^5.38 is saved in first year medical costs for each 
dollar invested in prenatal care. We have done no further calcula- 
tions. However, because of the experience of going through those 
estimates, I am attentive to other estimates. 

I think ours it one of the lowest. As someone said earlier, it is a 
very conservative estimate. There are a number of studies of cost- 
effectiveness of prenatal care. The findings range quite a bit. But 
they are all on the side of the fence which is that prenatal care is 
cost-effective. I think that is the key issue. Which assumptions you 
build into it, how far out you spin the costs, whether it is 1 year of 
life for the infant— which is what we did — or 5 years or into 10 
years when you get school-age costs and so forth— all such factors 
influence the figures. But the important point is that all of the 
studies agree that it is cost-effective. The magnitude, however, 
varies across the studies. 

Mr. Weiss. There have been some increases in funding for the 
Maternal and Child Health Services block grant in tl^e 1980's. But 
we have very little information about how the money is actually 
spent on prenatal servi^'^s. Is this lack of accountability a problem? 

Ms. Brown. I think it is. I think that one of the consequences of 
the creation of the block grant was that the reporting requirements 
at the State level were reduced significantly. It is not easy to gain 
information from individual States on what they are doing with 
the funds either in a fiscal sense, or in a programmatic sense. And 
those of us who are interested in this field spend hours and hours 
on the telephone calling our friends and former colleagues around 
the country to find out what is going on. It is a very time consum- 
ing and inefficient way to gain a picture of the national effort in 
this area. There is no Federal effort to surt^ey systematically, and 
make readily available to all interested parties, how those funds 
are being used, especially in the programmatic area. 

Mr. Weiss. Thank you very much. 

Ms. Pelosi. 

Ms. Pelosi. Thank you, Mr. Chairman. Forgive m«. I have two 
hearings at one time. 
Mr. Weiss. I know. 

Ms. Pelosi. So, I have to go back and forth. If the clarification 
that I am asking has been gone over, I beg your indulgence. 

We are all aware of the Surgeon General's goal of prenatal care 
in the first trimester. As a practical matter, frequently people are 
well into their first trimester before they even know that tney are 
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expecting a child. What we are talking about today is the most im- 
portant kind of care, a healthy start. 

If we had a system of health care in our country where all people 
would have access to health care, then in the event that women 
find themselves in the first trimester^ a period which is so valuable 
to the development of the baby, they would be cared for. I don't 
envy you the task of seeking out people to come in for help because 
frequently they don't even know that they are in the situation that 
they are in. So, I see that as a m^or obstacle. 

Every sign points to the necessity of making an effort to ensure 
that all of our citizens are healthy and able to deal in a healthy 
way with all of the opportunities that come their way, especially a 
brand new baby. 

If you have already answered this, FU refer to the record. But do 
you think that the Surgeon General's goal will be met? Let me 
start with Dr, Johnson, 

Dr. Johnson. There were several goals outlined. 

Ms. Pelosi. In term:^ of the first trimester. 

Dr. Johnson. I think it is possible. 

Ms. Pelosi. Are there steps being taken in furtherance of that 
goal, to reach that goal? 

Dr, Johnson. Yes. I think we may be taking a positive step 
through these hearings in regard to the furtherance of that goal by 
highlighting the issue. On the other hand is it likely that we will 
attain the Surgeon General's goal, given the current state of af- 
fairs? I think it is very unlikely. 

Ms, Pelosi. Thank you. 

Ms. Brown. The Department itself recently completed a mid- 
course review of the 1990 objectives and themselves admitted that 
attaining the early prenatal care goal is not likely to be met. Of all 
the goals in the pregnancy and maternity area, I think that one is 
looking the most stagnant and the least Hkely to be reached. And 
that is by the Department estimates. 

Ms, Pelosi. What do you see as the major obstacle in reaching 
that goal? And forgive me if you have already gone over this mate- 
rial. 

Ms. Brown. You are right that that has been the m^'or theme 
this morning, that is, why are we not getting more women into pre- 
natal care? 

^ The GAO, I thought, made an important point which is that bar- 
riers mry by community and they vary by individual women. The 
factors that seem to make a teenager less inclined to register for 
prenatal care may be different for an older woman with several 
children. So, there are variations among communities and among 
groups of women within thi. same communities. But these themes 
of financial barriers, of problems in systems capacity, of problems 
in securing a provider of care are common themes across the coun- 
try, 

Ms. Pelosi. And so much of the burden to reach the goal cannot 
rest on teenage mothers-to-be if the record shows that is so. We 
have to be more aggressive and vigorous. 

Ms, Brown. I did want to respond very briefly to your comment 
about knowledge of pregnancy: that is, what are we to do with 
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women who may not recognize that they are pregnant until late in 
the pregnancy? 

You are right. There is a problem in that area, but I think it 
masks some basic system problems. For example, the links between 
pregnancy testing services and those that provide prenatal care are 
often very poor. If a woman, a teenager, is able to get to a clinic to 
secure a pregnancy test— and those are widely available, for exam- 
ple, in Planned Parenthood clinics and health departments— if the 
test is positive, and the woman chooses to continue the pregnancy, 
the link to get her immediately into prenatal care is very poor. She 
may be given a phone number. Please call such and such a clinic. 
For a young teenager in a highly stressed environment, simply 
giving a phone number is often not enough to secure prenatal care. 

"Inadequate knowledge of pregnancy" may be a marker of diffi- 
culty in getting into care. It is not always intrapsychic factors 
within the woman, confusion and denial and so forth. 

Ms. Pelosi. Thank you. Thank you, Mr. Chairman. 

Mr. Weiss. Thank you, Ms. Pelosi. 

Ms. BrowTij you have testified about the inadequate Federal re- 
sponse to the suggestions of the Institute of Medicine's 1985 report 
on preventing low birthweight. One of these suggestions was that 
the Division of Maternal and Child Health Care of HHS should 
help develop standards for publicly financed prenatal facilities. Has 
there been any progress on this? 

Ms. Brown. I didn't hear all of what you said. You wanted to 
focus on the standards of prenatal care? 

Mr. Weiss. Well, you have made some recommendation?^ 

Ms. Brown. Yes. 

Mr. Weiss [continuing]. As to what could be done to prevent low 
birthweight. And one of those that you made was that the Division 
of Maternal and Child Health Care at HHS should help develop 
standards for publicly financed prenatal facilities. And I am won- 
dering If you noted any progress on this. 

Mo. Brown. Actually I think that is one area in which there has 
been movement— I mentioned it very briefly in my testimony— and 
that is the convening of the expert panel on the content of prenatal 
care. 

You see, what we really have here is a two-pronged problem. One 
is getting women in the door, into the doctor's office or into the 
clinic. The second issue, though, is what is done for them and with 
them once they are in the system. One of the major conclusions of 
our 1985 effort was that we have problems in both areas. We are 
not getting enough women in, and once they are in a system of 
care, particularly high risk women, we don't have an adequate sci- 
ence base and often an adequate practice base to give them what 
they need. 

So, we suggest that, particularly for settings like a community 
health center that by definition addresses a very high risk p'oup, 
we need a much better and deeper understanding of what viiese 
women require to improve their chances of a healthy birth out- 
come. And it was in that context that we recommended standards 
and further research on the content of care. I think this particular 
panel that is underway is a very positive step in that direction. 
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Mr. Weiss. But they are now considering the standards, and 
there have been no recommendations forthcoming and no stand- 
ards set yet. 

Ms. Brown. That's correct. But I think there is good reason for 
that Prenatal care involves a huge number of interventions. It is a 
complicated area like much of medicine. And it is hard to develop a 
clear understanding of what that care should include and of what, 
in turn, standards might include. 

There already exist simple standards. For example, the Ameri- 
can Ck)llege of Ob-Gyn has pages and pages of guidelines on what 
obstetric care should include. The Select Panel for the Promotion 
of Child Health some years ago published a list of needed services 
that include a list of what obstetrical care should include. 

But to go beyond that aiid to get deeper into it, which is what is 
really needed, does take some careful work. So, I think the fact 
that we don't yet have clear standards does not necessarily mean 
nothing is underway. 

Mr. Weiss. Do you have any suggestions for us as to what Con- 
gress should do to improve the Federal response to your sugges- 
tions in that 1985 report? 

Ms. Brown. The issue of leadership has been mentioned a 
number of times today, and I think it merits underscoring. We 
need to attend nationally to this problem, and Congress, being a po- 
litical body, is in a prime position to put this whole issue of prena- 
tal care and infant mortality higher on the national agenda 
through hearings such as this, through specific legislative action, 
and so forth. 

More specifically, continued improvements in the Medicaid pro- 
gram are always important although, again, I think the complexity 
both legislatively and at the deliv2ry site level are absolutely over- 
whehning. Any way that we can make the program both broader 
and dramatically simpler will be a step in the right direction. Con- 
tinuing to fund the Maternal and Child Health Services block 
grant at an increased level is another approach we should pursue. 

However, I think we all have to recognize that our prenatal care 
system — or "non-system," rather — is a patchwork, sort of crazy 
quilt of programs. At the community level it is very difficult to 
figure out how these various pieces fit together. And any effort to 
improve their coordination, to simplify their relationships, to build 
them together is what I think over ti..ie is going to fix the problem, 
not incremental changes at the margin. 

Mr. Weiss. In the prepared testimony that the administration 
will be presenting later this morning, they suggest that financial 
barriers are less important than women's attitudes. Now, you quote 
several studies— and you have indicated in your oral test'inony— 
that show the opposite. 

What do you see as the m^'or barriers that poor women face in 
obtaining adequate prenatal care? 

Ms. Brown. I think we are all beginning to sound like a broken 
record. The evidence is clear, and it is actually quite uniform; that 
is, system-based characteristics such as presence or absence of in- 
surance, capacity to find a provider or make an appointment can 
make the difference. 
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It is true that there are multiple barriers that influence use. If 
you think of your own decisions to use or not use a particular serv- 
ice or enroll in a school or choose a play to go to, there are many 
factors that influence it. And we catf t say there is only one, obvi- 
ously. People don't work at that kind of simplistic level. 

But as you look across the studies, urban, rural, teenagers, older 
women, black, white— there is this constant bubbling to the surface 
of these issues of financing, insurance, available appointments, dis- 
tance to travel to a provider and so forth. It is also true— and I 
think particularly for young teenagers— that absence of informa- 
tion, ambivalence about the pregnancy and related psychological 
measures are also salient. 

But if we are looking from a public policy perspective about what 
we can affect, I am not sure what we can do about ambivalence 
about a pregnancy. But I do know what we can do about absence of 
insurance. . j . 

Mr. Weiss. In any event, that ambivalence, that attitude, is only 
a small percentage of the total problem of lack of motivation or 
access. . ^ i 

Ms. Brown. Across studies that is true. But, again, for particular 
populations it often is important. And again, I would highlight 
young teenagers. There is a very good study done in Hartford, CT^ 
just of adolescents. And it is one of the few studies we reviewed in 
which ambivalence about a pregnancy and fear of telling mom and 
those types of issues seem to preclude early enrollment in prenatal 
care. But that is one out of many. 

Mr. Weiss. Thank you very much. 

Ms. Pelosi. 

Ms. Pelosi. No questions, Mr. Chairman. 

Mr. Weiss. Dr. Havas, Massachusetts recently conducted a study 
of barriers to prenc^tal care within the State. According to your tes- 
timony, lack of money or insurance, including several related prob- 
lems such as lack of child care or transportation, was the most im- 
portant barrier to prenatal care. Negative feelings about ti^je preg- 
nancy, such as not wanting to be pregnant or even think about 
being pregnant, were also important barriers to care. So, if I un- 
derstand your results correctly, many women with unplanned preg- 
nancies are at particular risk for inadequate prenatal care. Is that 
right? 

Dr. Havas. Fm sorry. I couldn't hear the end of your question. 

Mr. Weiss. Many women with unplanned pregnancies are at par- 
ticular risk for inadequate prenatal care. 

Dr. Havas. That's correct. Our studv found that financial bar- 
riers were very significant in terms of access to care. Overall, in 
our survey, almost a third of those interviewed indicated that one 
or more financial problems were a m^'or problem in terms of their 
getting care. And for those who received inadequate care, it was 
almost 50 percent reported that financial things, either not having 
e/iough money, not enough insurance and so forth, were important 

In terms of o'lr survey findings, almost 15 percent indicated that 
they were unsure about wanting to be pregnant, and another 12 
percent said that they did not want to think about being pregnant. 
Overall, in the survey, it appears that about 40 percent of the preg- 
nancies were unplanned, and this is particularly higher in the teen 
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S"?^art''so''?W°li^°''•P^°P^^^ P-^^blem in terms of 

access ot care. So, that clearly is an issue that needs to be looked 

Mr. Weiss. And as a result of that finding, the State has in 

T H^"^^"^S^/^"^P^^T^ programs.!; Sit corTectf 
^v.\i rlzt f- T^^^ ^S,9"«ct. We have increased by about SI million 
this year. And m addition, the Governor has launched a $12 mil 
hon teen pregnancy prevention initiative. '^""'^"^ ^ mil- 
R.r. Weiss. In July, Secretary Bowen asked Congress to considpr 
SSl?^^ essentially shift $85 million STederaJ funS 

S2c matching funds for States to prVnaS sen? 

ices fo- otates. I take it that your study resulte sugSt tSt thfa 

affect prenatal care.' ' ^ ' since both activities 

prPn^.^'f • ^^i^ W« .^^i^k, in fact, that more moneys 

^«in^fS for each of th^ services rather than trying to p°t one 

tai care. In fact, smce unwanted pregnancies and teen preenancies 
K?r"^f ^ have a seriou.: implct on infant mort5ity?Sd- 
Ll^nnfir^ °^ ^ particularly importantthatSily 

^SeTnaTeSSLTun^^^^^^ ^"^^"^^ "'^^ P-J-S"no^ 

^.iJplq^^l- ^'"^'j" ^^^'^ ^^"^y of a small number of poor women 
ll^S f J°s*r hospitals, GAO found that only abJut hdf r^ 
ceived sufficient prenatal care. I believe that most of the GAO 
mtemews m Boston were conducted in mid^SrwWch should 
have included women in tlie Healthy Start program Does that 
finding surprise you? Will you comment on it? P'^"^^™' 'hat 

and not w^Spn*'^^^l ^ w S^l? l^i'^I ^^"^^ with Medicaid women 
SrTn^MJntn^^^Jjd'^'" P"^^™' ^"^^ ^ 

of SSd'Sf^Llrn?"^ ^^^^ 49 percent is what he mentioned 
earliS Snl fw receiving adequate care is consistent with 
earuer tmdings that we had documented. Our statewide ratP<?— wp 
,K ?T th«™ broken out for Boston-from sevSlf years befool 
hfrH^t'r^^^^''^ ?"Sh"y a third of MedicSd-only a 
P^rf n^^^^'^^^i^^P'S?^ receiving adequate care. ^ 
i-art of our efforts u? Massachusetts have now been tryine to do a 
lot of outreach and educational efforts to get more of thTfiedicaid 
^?f^^fy!i'"^ ^Z"^^ °^ a'-e being tied to the Heafthy 

Mr. Weiss. How did Massachusetts choose the 185 percent of dov- 
fhlJ^wff ^""^ Healthy Start pro^a^l And doZi 

nr wfvJ^^i ^fu^K'^-f reasonable one for other States? ^ 

iJr. WAVAs. I think it is reasonable. We did it lareelv t/i matp 
hei^irTnSf^' it consisteu: wSh%theryoSs,ldfS 

the mc program, which has 185 percent of poverty level as the 
cutoff level. That way, for example, women whS are /nroUed thi 
WIG program and have been determined to become incomrelSibll 
StJrtToSr"^ ^ ^'^^ eligible foXnSy 

Because of a lot of advocacy that we should, in fact increasp if 
we have m the last year, as of July 1, shifted to^OO perSTthe 
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poverty level for the Healthy Start program. But I think m terms 
of simplifying the system for the rest of the coun y, I thmk it 
would be a great leap to just go to the 185 percent. 

Mr Weiss. Expand, if you will, on the problem that you have 
with uninsured women, totally uninsured women and those who 
aren't on Medicaid. What is the size of that problem m your State.' 
How are you specifically dealing with it? GAO cited Birmingham, 
which has a free program for prenatal care, so that people without 
insurance have a place to go without being concerned about not 
having money. And, given the testimony we have heard and that 
you yourself attest to of the savings that are implicit m providing 
the prenatal care, why would States not be advised to go with that 
kind of program? Is the Healthy Start program a substitute or a 
proposal to do that kind of thing? . r ^, 

Dr Havas. Well, in fact, the Healthy Start program is for those 
£hat are above the Medicaid eligibility cutoff that is now set at 100 
percent of poverty level in the State. And formerly it was an addi- 
tional 85 percent on top that got covered. Now, we have, as I have 
mentioned, increased that to 200 percent. So, th^ is m effect deal- 
ing with the uninsured population that is not Medicaid ehgible. 

We don't have exact numbers in terms of how many women that 
is We think it is somewhere around 6,000 women. That is what the 
estimates of ihe Task Force on Prevention of Low Birthweight and 
Infant Mortality estimated. Interestingly, that is also the number 
of women approximately that are being served annually by the 
Healthy Start progiam. r 

Why aren't other States doing it? It is difficult for me to answer 
for other States. I think part of it may simply be having to put up 
the initial amounts of money. Part of it may be lack of familiarity 
with some of the studies indicating the cost-effectiveness ot this 
kind of care. Part of it may be conservatism of some State legisla- 
tures, conservatism of some Governors not wanting to provide addi- 
tional funds for that. I don't think there is any one answer as to 
why all States haven't adopted this kind of program. 

Mr Weiss. Is there anything else, before I excuse you with our 
thanks and appreciation? Is there anything that any of you would 
like to add at this point on the basis of the questions that have 
been asked or that haven't been asked? 

Ms. Brown. , . ...... <• 

Ms Brown. Just one comment on this substitution ot t. niiy 
planning dollars for prenatal care. The evidence that women who 
have unintended pregnancies begin prenatal care later than 
women with intended pregnancies is clear. So, if family Planning is 
reduced, unintendedness increases, and it exacerbates the problem 
of late registration. 
Mr. Weiss. Thank you. 

Dr. Johnson. . , , • *• 

Dr Johnson. Yes. I would just add, m regard to the issue ot 
whether or not the barriers are economic or attitudmal, that 
within the last year, there were at least five studies which have ap- 
peared, all having somewhat similar methodology m that they 
studied women vho had not received adequate care, and queried 
them for reasons why. Without exception, the most prominent, 
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single variable that was always noted was ihability to pay and lack 
of insurance. 
Mr. Weiss. Dr. Havas. 

Dr. Havas. I would just like to reinforce the recommendations 
that were made earlier about increased Federal funding for certain 
efforts, particularly the Maternal and Child Health grant. I think 
the concern about there not heing enough accountability for those 
funds could be easily met by writing into the legislation strict re- 
porting requirements for that. I think there is variability among 
States m terms of how detailed they, in fact report their accom- 
plishments. And I think that that would be a way of getting 
around that objection. 

The other thing. If there were a way to federally mandate that 
all States provide Medicaid for up to 100 percent of the poverty 
level, that would be very useful. 

^ Mr. Weiss. Ms. Brown had suggested this difficulty now of find- 
ing out what is going on around the country because of the failure 
of the Federal Government to require that information. And the 
question I have of you. Dr. Havas, is would you consider that to be 
an added or difficult burden to carry— that is, of not only compiling 
for your own purposes, but forwarding on to the Federal Govern- 
ment the evaluations of the varioup programs that you have? 
^ Dr. Havas. Absolutely not. I tLoik it is totally appropriate. And 
just for your mformation, I have previously testified before both 
the House and the Senate on the Preventive Health olock grant and 
have made the same recommen dation that there be strict account- 
ability built into that. I thmk that that was a major weakness of 
the block grants. 

Mr. Weiss. Thank you very much, each of you. I think it has 
been an important panel, and we have received some very good in- 
formation from each of you. Thank you. 

Our last panel will include Dr. Robert Helms, the Assistant Sec- 
retary for Planning and Evaluation at HHS. And he will be accom- 
panied by Dr. Woodie Kessel, Chief of Research and Training Serv- 
ices of the Division of Maternal and Child Health; and Dr. Ross An- 
thony, Associate Administrator for Program Development of the 
Health Care Financing Admmistration. And Dr. Koontz, I think 
that perhaps you ought to identify yourself before we swear in each 
of you. 

Dr. Koontz. I am Chief of the Maternal and Infant Health 
Branch m the Division of Maternal and Child Health of the Health 
Resources and Services Administration. 

Mr. Weiss. Thank you. 

As we have indicated previously, our practice is to s^ ^ear in all of 
our witnesses. So, if you would each stand please and raise vour 
right hands. ^ 

Do you affirm that the testimony you are about to give will be 
the truth, the whole truth, and nothing but the truth? 
^ Let the record indicate that each of our witnesses has answered 
m the affirmative. 

Again, I want to thank aii of you for joining us today. And Dr. 
Helms, we will begin with your testimony. 
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STATEMENT OF ROBERT B. HELMS, PH.D., ASSISTANT SECRE- 
TARY FOR PLANNING AND EVALUATION, U.S. DEPARTMENT OF 
HEALTH AND HUMAN SERVICES, ACCOMPANIED BY WOODIE 
KESSEL, M.D., MPH, ACTING DIRECTOR, DIVISION OF MA^ER- 
NAL AND CHILD HEALTH PROGRAM COORDINATION AND SYS- 
TEMS DEVELOPMENT, HEALTH RESOURCES AND SERVICES AD- 
MINISTRATION; ANN KOONTZ, DRFH, CNM, CHIEF, MATERJ/AL 
AND INFANT HEALTH BRANCH, HEALTH RESOURCES AND SERV- 
ICES ADMINISTRATION; JOEL KLEINMAN, PH.D., DIRECTOR, DI- 
VISION OF ANALYSIS, NATIONAL CENTER FOR HEALTH 
STATISTICS, CENTERS FOR DISEASE CONTROL; AND ELMER 
SMITH, DIRECTOR, OFFICE OF ELIGIBILITY POLICY, BUREAU 
OF ELIGIBIUTY, REIMBURSER:ENT AND COVERAGE, HEALTH 
CARE FINANCING ADMINISTRATION 

Dr. Helms. If I may, let me continue the introductions, which 
you didn't complete. Also with 

Mr. Weiss. Dr. Helms, the amplification system that we have is 
supposed to be a better one, but it is sometimes difficult to know 
why or how. You have to bring it very close to you and speak right 
into the wider of the microphones. 

Dr. Helms. Is that better? 

Mr. Weiss. Fine. 

Dr. Helms. As I was saying, I would like to continue the intro- 
ductions that you started here. Let me ask Dr. Kessel to introduce 
himself and then Ross Anthony. . 

Dr. Kessel. Good momJng, Mr. Chairman. My name is Dr. 
Woodie Kessel. I am also with the Division of Maternal and Child 
Health In the Health Resources and Services Administration. 

Mr. Weiss. Thank you. a • • 

Dr. Anthony. I am Ross Anthony, the Asbcdate Adminiiitrator 
for Program Development in HCFA. 

Dr. Helms. We also have Dr. Joel Kleinman, an expert on statis- 
tics in the Department, and Mr. Elmer Smith from Ihe Health 
Care Financing Administration, who is an authority on Medicaid 
eligibility. 

Let me say that we have brought these people because of the 
cross-cutting nature of this issue and the importance that we think 
the Department gives to this issue. 

Mr. Weiss. Dr. Helms, if any of the other witnesses have to te£;ti- 
fy, then we will swear them in at that point. All right? 

Dr. Helms. All right. 

Mr. Weiss. We will proceed at this point with your testimony. 

Dr. Helms. I will submit my longer statement for the record, if 
that's OK with you. . ^ 

Mr. Weiss. Without objection, that will be entered m the record 
in its entirety. 

Dr. Helms. And we would like to cover a shorter statement. 

This morning, we will discuss the Secretary's commitment to 
these issues and review the steps taken to combat the problem. 
When Secretary Bowen joined the Department of Health and 
Human Serv'-as, he stated that, of all the areas of concern that he 
had, identifyii ( the causes of infant mortality was among his high- 
est priorities. He directed the Department to focus attention on the 
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health of our Nation's mothers and children. He established major 
initiatives to reduce both infant mortality and teenage pregnancy. 

I am sure that you are aware of the facts and figures of infant 
mortality and morWdity. While the United States, infant mortality 
rate has declined steadily throughout this century, the recent rate 
of decline has slowed. In 1986, the infant mortality rate was 10.4 
deaths per 1,000 live births. For certain racial and ethnic groups 
and in some areas of the United States infant mortality rates 
exceed the national rate and are more than double in the worst in- 
stances. 

The issues related to infant mortality and morbidity have proven 
to be complex ones, despite substantial efforts by the health com- 
munity and Federal and Scate governments to accelerate its reduc- 
tion. 

Low birthweight is recognized as the key determinant of infant 
mortality and morbidity. In 1985, about 250,000 low birthweight 
infants were born in this country. Many of these very small babies 
suffer from long-term disablUties, such as learning disabilities, cer- 
ebral palsy, reterdarion, vision or hearing impairment, and thuy 
have a suspected increased rate of respiratory infections. A low 
birthweight baby pieces a tremendous emotional and financial 
burden on the family. 

The phenomenon of low birthweight is the subject of much re- 
search. While the causes have not been completely identified, we 
do believe that early initiation of prenatal care is associated with 
reduced rates of low birthweight. 

And what is the solution U) reducing low birthweight and conse- 
quently infant mortality and morbidity? The solution will require 
multiple strategies, but enhancing access to prenatal care is one of 
the Department of Health and Human Services most important ef- 
forts. Prenatal care assesses a woman's risk of an adverse health 
outeome for herself and her baby and attempts to reduce or pre- 
vent the consequences associated with that risk. But the key is 
early diagnosis and treatment. 

While medical assessment and treatment are the predominant 
activities of prenatal care, early care also provides the opportunity 
to influence maternal behavior which affects the infant s health. 
The mother's use of cigarettes, drugs and alcohol and her nutri- 
tional status are clearly linked to low birthweight, prematurity and 
miscarriage. With information and counseling provided during pre- 
natal care, these harmful beht viors often can be stopped or modi- 
fied, resulting in healthier mothers and babies. 

Unfortunately, high risk women are the least likely to receive 
early prenatal care. Despite substantial Federal and State funding, 
utilization of services has not improved for women in high risk 
groups. And the frequency of late prenatal care, as well as no pre- 
natal care, has actu£dly increased over the past few years. 

We believe that it is our shared responsibility with States and 
local authorities to address this most important problem. But in 
my remaining vme I would like to look briefly at what the admin- 
istration has done to reduce infant mortality and morbidity; to in- 
crease utilization of prenatal care among low-income women; and 
then to discuss what we think should be done if we are going to 
make substantial future progress against this difficult problem. 
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Our efforts include numerous service programs, research studies, 
and data and surveillance projects which address early enrollment 
in prenatal care, the quality and content of the care and the bar- 
riers to receipt of care. These are covered in more detail in my 
statement. , /-.v-u 

Let me say that these efforts include the Maternal and Child 
Health block grant. In tables 4 and 5 of my testimony, you can see 
that maternal and child health expenditures have increased every 
year since 1981. 

In addition, we are targeting special efforts to identify at-risk 
women, promote early and continuing prenatal care and address 
gaps in the prenatal service system. , . 

We also have a major effort, covered in the testimony, on basic 
biomedical and health services research. And the National Center 
for Health Statistics is working on, and has made marked improve- 
ment on, a system to link data from birth and death records in 
order to assist in effectively identifying high risk populations. 

In addition, the Centers for Disease Control in Atlanta, using its 
surveillance expertise, has conducted special investigations with 
States to better identify high risk pregnant women. 

And of course, there is the Medicaid program where we have 
made major changes in Medicaid eligibility. 

All of these efforts to enhance access of care have not been 
enough, however. The complexities related to prenatal care have 
not been effectively addressed. Medicaid women remain at very 
high risk of an adverse heaJth outcome for themselves or their 
babies. We have learned that money alone may not produce good 
outcomes. Therefore, we need to focus on what services are needed 
and how to deliver these services. 

While affordability is a critical component of access to care, the 
how, what and when services are delivered is far more important. 
For example, we know that individual and provider attitudes, expe- 
rience and behaviors have a strong impact on a pregnant woman's 
motivation and perceptions. Hospitals may be perceived to be in- 
timidating. There may be cultural or language barriers. The impor- 
tance of obtaining prenatal care may not be well appreciated. 

Other barriers to receiving care have to do with availabil?*y of 
maternity care providers, provider participation, the prenatal care 
services themselves, the location, hours of operation, waiting lines, 
transportation to and from the place of care, child care services 
and the scope of outreach systems to recruit hard-to-reach women 
into care. 

As I have stated, the Secretary is personally committed to reduc- 
ing the unacceptably high rates of low birthweight and infant mor- 
tality in the United States. To that end, the Department is propos- 
ing the Infant Health Demonstration Act, a special program to test 
the effectiveness of providing case-managed, comprehensive serv- 
ices—medical, educational, nutritional and psychosocial— to preg- 
nant women, including teenagers, at high risk of having low birth- 
weight infants. , 

The Secretary's Infant Health Initiative grew out of demonstra- 
tion projects and other research which indicated that money alone 
wan not enough to markedly improve infant health. We believe 
that focusing resources, coordinating services, and working through 
J . 
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a case-management approach to address infant mortality will yield 
positive results. The Secretary's Infant Health Initiative would 
create a program to demonstrate and evaluate innovative methods 
of providing targeted, case-managed, individualized, comprehensive 
services to Medicaid-eligible pr^ant women and their infants 
through the first year of life. 

We intend to work clo;3ely with Governors, State Medicaid pro- 
grams, and maternal and child health agencies to design, imple- 
ment and evaluate the effectiveness of innovative approaches to 
targeting care. Priority would be given to States with areas of high 
infant mortality that demonstrate a commitment to addressing the 
issues of high infant mortality and low birthweight among Medic- 
aid-eligible women. Evaluation would be a critical component since 
the purpose of the initiative is to find the right mix of services for 
reducing infant mortality and morbidity among high risk groups. 

I wish to emphasize that the key to reducing infant mortality 
and low birthweight is not additional funding, but intervention 
strategies carefully targeted to high-risk areas, aggressive outreach 
for case finding, case-management to assure appropriate referrals 
and continuity of care, standardized risk assessment, expanded pa- 
tient education services, extensive foUowup and active community 
participation in the design and implementation of interventions. 

We know that each of these key components contributes.' to re- 
duced low birthweight, neonatal mortality and post neonatal mor- 
tality. What we don't know is the optimal set of program compo- 
nents necessary to effect these desired mortality and morbidity re- 
ductions for the at-risk group. 

We believe that with your support we can launch this initiative 
and take action where it is needed. Mr. Chairman, our children are 
our greatest national resource. The Secretary is committed to re- 
ducing infant mortality and morbidity. And we tiust that our ef- 
forts toward that end will be supported. 

Thank you. 

[The prepared statement of Dr. Helms follows:] 
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TESTIMONY, ACCESS OF WOMEN TO PRENATAL CARE 



Mr. chairnan, I welcome the opportunity to appear before you 
today to discuss our common concern about low birthweight babies 
and infant mortality in this Nation. This morning I will review 
the problem, discuss the steps the Administration has taken to 
combat the problem, and ask your support for the Secretary's 
proposal to attack the problem head-on at its source. 



While the United states' infant mortality rate has declined 
steadily throughout this century, the recenf rate of decline .las 
slowed. For certain racial and ethnic groups and in some areas of 
the United states, infant mortality rates exceed the national 
rate, and are almost double in the worst instances. 

Infant deaths account for over 70% of all deaths aiaong children 
undnr 15 years of age. The latest provisional data released by 
the National Center for Health statistics chow an infant 
mortality rate of 10.4 deaths per 1000 live births in 1986. 
While this rate is the lowest yet in the United States, it still 
leaves us ranked 17th internationally. 



The Problem 
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Improving the health of the nation's newborns is of the highest 
priority to the Department of Health and Human Services. But the 
issue cf infant mortality has proven a cocplex one, despite 
substantial efforts by the federal and state governments to 
accelerate its reduction. 

Background 

There are two disturbing components in the issue of infant 
mortality: the first is the differential between black and white 
rates of infant mortality; the second is our inability to reduce 
the incidence of low birthwoight babies. 

Black infants are twice as likely to die before the age of 1 than 
are white infants. For the period of 1979-84, newborns in the 
nation's capital had the highest risk of dying — nearly ac«uble the 
national ratel And it is this uneven distribution of low 
birthweignt which is the main reason for the United States' 
relatively poor international ranking. 

The incidence of low birthweight remains unacceptably high. We 
now have the technology to keep these very tiny babies a}ivo. In 
tactf the decline in the infant mortality rate c^n be partially 
attributed to increased survival of high-risk infants. The 
Administration has been a supporter of the development of 
technology to save low birthweight infnats. And while wo applaud 
the success of high technology, wo realize that we are treating 
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the synptoBs of unhealthy pregnancies and not solving the 
problem, prenatal care which could have largely prevented these 
unfortunate circumstances is not being fully realized. 

Both the racial disparity in observed infant mortality and the 
increased prevalance of high-risk infants share a common 
characteristic — low birth weight. Low birthweight (a weight of 
less than 2500 grams or about 5 1/2 pounds) is the primary cause 
of death and illness in infancy. There is a much higher 
prevalence of low birthweight among black infants. And the 
majority of patients being saved in neonatal intensive care units 
are low birthweight infants. 

In table 1, infant mortality rates for blacks and whites is 
displayed. As can be seen, there is a striking disparity between 
rates of the infant mortality for blacks and whites. 

In table 2, low birthweight rates by race are shown as well as 
the characteristics of mothers of low birthweight infants. 
Again, as you can see, blacks have the highest rates of 
delivering low birthweight infants. 

Low birthweight is recognized as a key determinant of infant 
mortality and morbidity. In 1986, about 245,000 low birthweight 
infants were born in this country for a rate jf 6.7%. Two-thirds 
of the deaths in the fir«t Konth of lifi and 60% of all infant 
deaths occur to babier. weighing less thar, j pounds. Almost 20% 
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of these very small babies suffer from long'-tena disabilities 
such as learning disabilities, cerebral palsy, retardation, 
vision or hearing impairment, and they have a suspected increased 
rate of respiratory infections. 

From an econoric perspective, using 1984 dollars, every low 
birthveight baby costs an estimated $13,616 for the initial 
hospitalization. Ninety-two percent of these infants survive and 
average more than an additional $1000 in hospital care during 
their first year. For those with long term disabilities, the 
lifetime cost is estimated to be $123,000. A low birthweight 
baby places a tremendous emotional and financial burden on the 
family. 

Although low birthweight is a crucial determinant of infant 
mortality, an additional component is preventable deaths to 
infants aged 1 month to 1 year, or during the period texmed 
postneonatal. Table 3 shows the neonatal and postneonatal rates 
of infant mortality. The major cause of postneonatal death for 
all groups in the United States is Sudden Infant Di ith Syndrome, 
a condition for which nothing, as yet, can be done. However, 
infections, which are largely preventable, are the second leading 
cause of death for black and native American postneonates. 
Hispanics, despite th'^ir positive birthweight distribution and 
neonatal outcomes h^ve a higher than average postneonatal 
mortality rate. Babies o£ all races and ethnic groups die from 
motor vehicle accidents, mechanical suffocation, fires and 
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homicides* Most of these are preventable deaths, and t^ieir 
frequency raises the issues of access to care and health 
education. These data demonstrate the complexity of infant 
mortality and the need to target resources to specific problems » 

And what is the solution to reducing infant mortality and 
morbidity? According to a recent Institute of Medicine report, 
".••the overwhelming weight of evidence indicates that prenatal 
cure reduces [the incidem^e of] low birthweig^t•'• 

Prenatal care assesses a woman's rii^*v of an adverse health 
outcome for herself or her baby, and provides whatever is 
necessary to reduce or prevent that risk. The findings of a 
research study junt. published in the New England Journal of 
Medicine suggest that a major contributor to low birthweight 
among black women in general may be anemia. Anemia (or low 
hematocrit) is relatively easy to diagnose and there are standard 
therapies for treating its cause, be it a nutritional or 
infectious disorder. But the key is EARLY diagnosis and 
treatments 

While medical assessment and treatment ^re the predominant 
activities of prenatal care, early care also provides the 
opportunity to influence maternal behavior which affects the 
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infant's health. The nother's use of cigarettes, drugs and 
alcohol and her nutritional status are clearly linked to low 
birth weight, prematurity and miscarriage. With information 
and counseling, these harmful behaviors often can be stopped or 
modified, resulting in healthier motliers and babies. 

Unfortunately, high risk women are the least likely to receive 
early prenatal csre. Despite substantial Federal and state 
funding, utilization of services has not improved for women in 
high iisk groups. And the frequency of late prenatal care, as 
well Jis no prenatal care, has increased over the past few years. 

In 1970, 68% of pregnant women began prenatal care in the first 
1-3 months of their pregnancy. By 1980, the percent of pregnant 
women who had care in the first trimester increased to 76%, but 
it has remained at this level ever since. 

STEPS TO REDUCE INFANT MORTALITY AND LOW BIRTHWEIGHT 

What has the Administrati.vi done to reduce infant mortality and 
moib' Ity; to increase utilization of prenatal care zuaong low 
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incoae vonen? Are ve abandoning the fight against low 
birthwelght and Infant aortal Ity as our critics suggest? The 
answer Is a resounding and emphatic po « 



Service Proarans 

o Maternal and Child Health Serv ices Block flrant 

KCH Block Grant authorizes annual appropriations ($557 
nllllon In FY 1988) to 57 eligible jurisdictions to 
assure quality health services to aothers and children 
and to reduce Infant mortality and morbidity, in chtrt 
4 and 5, you can see that MCH expenditures have 
Increased every year. What Is aost notable Is that 
states are spending proportionality more Federal money 
for maternal and child health programs and services 
than for public health programs In general (chart 4). 



Communitv Health renters and M igrant H^^lth Proiprts 
These centers provide prenatal care to medically 
underserved pregnant women and are Implementing a 
perinatal Initiative to ensure delivery of high quality 
max:emal and Infant health services. $445 million was 
appropriated In 1987 to provide health services at 
these centers. 



o The Indian Hpalth Service, In conjunction with tribal 
health departments, private practitioners and national 
professional organizations, provide comprehensive 
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maternal and child health services. Emphasis Is on 
targeting. Pregnane voiaen are Identified and prenatal 
care Is Initiated. Special attention Is given to the 
prevention of fetal alcohol syndrome. Over the last 10 
years, Native American mortality rates have shown 
proportionately greater Improvement than the rates of 
blacks or whites. 

o The National Institute of Alcohol Abus e and Alcoholism , 
during FY 1986, launched a major public education 
campaign aimed at preventing alcohol-related birth 
defects (e.g., low blrthwelght campaign was done with 
the collaboration of a wide range of agencies and 
voluntary organizations) . The NIAAA also does research 
to identify effective and practical measures to reduce 
and prevent alcohol-related problems. Over $2 million 
was spent un this activity In 1985* 

o The Special Supplementary Food Proaraw for Women. 

Infants, and Children (HIC) has been operating since 
1974. Approximately 1,500 local agencies serve 
participants through some 7,100 clinic sites. In 
1982, States took over primary responsibility for 
administering the program, and there has been increased 
HCH/WIC coordination at the national. State and local 
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o 



o 




levels in order to provide participants with maximun 
benefits « Over $1.5 billion in WIC Grants were made to 
States in FY 1985. 

The research efforts ol the National Institutes of 
Health have been funded at increasing amounts since 
1981 ($345 Billion designated for FY l^QB) . The 
Institute has also begun a special research initiative, 
the Infant Mortality Initiative (f^jnded at ^XO jaillion 
for FY 1988) focussed on the principal causes of low 
birthweight and ways to prevent it, 

The Maternal and Child Health Division, of the Public 
Health Service r supports many studies rela^:ed to 
perinatal health. In FY 19&o, 44 projects were funded 
at a cost of $5.7 million. Among the current projects 
are: the development of methods to investigate the 
behavioral aspect of beginning prenatal care; an 
examination of financing policy on access to prenatal 
care and pregnancy outcomes for low income women; and a 
project which the first step toward determining 
whether pre-*exam labor is associated with any pattern 
of uterine activity. The findings will have direct 
utility in targeting resources ard producintr greater 
use of *-)renatal care among high risk women. 
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NatiQnal CPTrmisgiQn to Prevent infant Mortal itv ^ 
created by Congress, is charged with examining tha 
effectiveness and adequacy of currenc infant mortality- 
related programs and policies. The Secretary, in 
providing $100,000 for the initial organizational 
costs, reaffirmed l.As commitment to reducing infant 
mortality and expresp-id has opti^jism about the 
Commission's work. Rerommendations will be made to the 
President and Congress in 1988. 

The Depai^ent of Health and Human Services sponsored a 
study administered by the National Center for Hfiaii-h 
Statistics to evaluate the quality of state systems for 
linking data from birth and death records. This study 
is a vital step forward in our effort to effectively 
identify high risk populations* The data system will 
axxow us to target special health care to different 
geographical areas and specific groups of women. The 
database will also be valuable for monitoring programs 
to improve pregnancy outcomes and reduce mortality. 

The Centers for nisftaae Control (CDC), using its 
surveillance expertise, has conducted special 
investigations with states to better identi-fy high-risk 
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pregnant vomen^ CDC is currently supporting three 
demonstration projects on sDoking cessation in 
pregnancy is Colorado, Maryland and Missouri* In 
Fiscal Year 1987, $13 million wad spent on infant 
health activities and $52 million was spent on 
nutritional surveillance* 

The National center foT Health Statistics' 1982 
National Survey of Family Growth estimated that 
MEDICAID paid for 10% of all births between 1979 and 
1982* Based on 1985 data from State Medicaid agencies, 
it is estimated that Medicaid paid for ahoxxt 15% of all 
women giving birth* And since 1985, mandatory Medicaid 
eligibility for pregnant women and their infants has 
been extended to cover a substantially greater number 
of pregnant women* 

Recent changes to the Medicaid statute have expanded 
eligibility and coverage of services for pregnant women 
and infants* Theue changes, enacted in the Deficit 
Reduction Act of 1984 (DEFRA) , the Consolidated Omnibus 
Budget Reconciliation Act of 1985 (COBRA) and the 
Omnibus Budget Reconciliation Act of 1986 (OBRA) are 
outlined below* In addition, the Immigr^ti)3n Reform 
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and Control Act of 1986 provided exemptions that allow 
women and children who are seeking pemanent resident 
status to receive Medicaid benefits* 

DEFPA provides optinal »atemal and well-baby coverage 
(AFDC financial eligibility requirement must be met) to 
first time pregnant woaen from verification of 
pregnancy. It includes two-parent families if the 
principal breadwinner is unemployed and children up to 
age t' in two-pv'^rent families* 

COBRA 1985 mandates coverage for all pregnant women who 
meet AFDC r3q:uireBents, including two-parent families 
where the breadwinner '.s unemployed, and extends 
coverage through 60-c2ay post-partun care for women who 
were eligible tad receiving care on the last day or 
pregnancy* 

Optional coverage includes coverage for a targwced 
package of enriched prenatal services (included case- 
managed services) to specific groups of Medicaid women* 
OBRA 1986 allowed States to provi.'e Medicaid to 
pregnant women with incomes between the State AFDC and 
the Federal poverty level, and extended eligibility to 
infants up to one-year of age with family i-ncomes up to 
the Federal poverty level* 
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Two other significant optimal charges are: States nay 
offer continuous eligibility to wcijcen whose eligibility 
nay he Intermittent during their i»regnancy due to 
fluctuations In fanlly Incone; and states nay use a 
presumptive eligibility period, naking services 
immediately available to pregnant wonen while their 
eligibility is being confirmed. 

By January i, 1988, 24 States will .expand coverage for 
pregnant wonen with Incones up to the Federal poverty 
level. Three States are offering an expanded prenatal 
care package (Massachusetts, Minnesota, South Carolina) 
At least 7 states have adopted or plan to use case- 
nanaged care: rkansas, Mississippi, Kew Jersey, 
California, Rhode Island, Massachusetts and North 
Carolina. 

Exanination of Matching Funds reveals that the Federal 
Government offers substantial financial support to 
States wishing to expand coverage for pregnant and low 
incone wonen, particularly anong States with 
historically high rates of infant nortality. 



Yet, all of these efforts to provide adequate care have rot been 
enough. The complexities related to providing prenatal care have 
not been effectively addressed. Even H. Jicaid wonen remain at 
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very high risk of an adverse health outcome for themselves or 
their babies. What ve have learned Is that noney alone does not 
produce good outcomes. We need to focus on what services are 
needed and how to deliver these services. 

Barriers to Prenatal Care 

What are the barriers to prenatal care? Certainly affordablllt^ 
Is one. As enumerated above, over the past few years, the 
Federal Government han expanded Hadlcald eligibility for pregnant 
women and provided support through the Maternal and Child Health 
Block grant, Community and Migrant Health Centers, the WIC 
program and others. At this time, financing Is not a major 
barrier to the roc* .ctlon of Infant mortality. How, what and when 
services are delivered Is far more Important. 

Besides financial constraints, studies from the Robert Wood 
Johnson Founda^ .on, the Children's Defense Fund, the Institute of 
Medicine, Public Haa7.th Service and others have shown similar 
patterns of factors which Impede access and oarly use of prenatal 
care. Individual Attitudes, experience and beliefs have a strong 
Impact on the pregnant woman's motivation and perc^aptions. Wcien 
may have a fear o£ hospitals, be concerned about cultural or 
language barriers, have a low value of nrev^ntlon or not know how 
to obtain care. 
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Other barriers to receiving prenatal care have to do with 
availability of maternity caro providers, the prenatal care 
services themselves, the location, hours of operation, waiting 
lines, transportation to and from, chlldcare se* /Ices and the 
scope of outreach systems to recruit hard-to-reach women into 
care. 

The Secretary Is committed to reducing the unacoeptably high 
rates of low blrthwelght and Infant mortality in the United 
States. To that end, the Department Is proposing to fund The 
Infant Health Demonstration Act, a special program to test the 
effectiveness of providing case managed comprehensive services 
(medical, educational, nutritional and psychosocial) to pregnant 
womon (including teenagers) at high risk of having low 
blrthwelght Infants. 



The Secretary's Infant health Initiative grew out of 
demonstration projects and other research which Indicated that 
money alone was not enough to markedly Improve Infant health. 
One particularly Illuminating finding came from a 1986 study of 
Medicaid women In Guilford County, North Carolina (Buescher) . In 
this study, women receiving case-managed comprehensive prenatal 
care In the County Health Department were compared with Medicaid 
ellglb.lo women In the county receiving care primarily from 
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private-practlce physicians. Tho women under the case-managed 
system had significantly fever X*3V blrthvolght Infants (8.3%) 
than tho Medicaid women (19.3%), even after controlling for 
various maternal characteristics and Visk factors. Tho author 
concluded th& * a case management approach and greater use of 
services appeared to contribute to better blrthw eight outcomes .^.n 
the health department. 

Current methods of providing health care to Medicaid eligible 
pregnant women and others too often suffer from poor coordination 
and lack of Individually tailored Interventions. Added to these 
difficulties Is the fact that many womon are poorly motivated and 
unable to assure that thoy and their Infanta receive appropriate 
care. Integrated ">ultlple services are needed to achieve the 
desired health status. We believe that focusing resources, 
coordinating services and working through a case management 
approach to address Infant mortality will ylel** positive results. 

The Secretary's Infant Health Demonstration Act would create a 
three year program to demonstrate and evaluate Innovative methods 
of providing targeted, case managed. Individualized, comprehen- 
sive services to Medicaid eligible pregnant women and their 
Infants through the first year of life. We U tend to work 
closely with State Medicaid and Maternal and Child Health 
agencies to design. Implement and evaluate the effectiveness of 
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innovative approAchcs to targeting c».re. Priority Vould be given 
to States with areas of high inZant ncrtality that demonstrate a 
coamitaent to addressing the issues of high infant mortality and 
low birthweight anong Medicaid eligible wonen. Evaluation would 
be a critical cou^ lent, since the purpose o£ the Initiative is 
to find the right nix of services for reducing infant mortality 
and morbidity among high risk groups « 

Numerous projects such as the Robert Wood Johnson's Rural In*ant 
Care Program, the OB Access Pilot Project in California, Title V 
projects like the Colorado Low Birth Weight Prevention Project 
and the South Carolina Resource Mothers Project, have shown 
results which strongly suggest that regionalized enhanced 
Comprehensive pregnancy care can be effective, especially for a 
vulnerable population such as Medicaid recipients and other low 
income wonen. 

Some of the results include significantly lower rates of low 
birthweight infants (amsng teenaged mothers as veil), loss 
perinatal mortality, increased utilization of services, and 
reduction in high risk behaviors (smoking, alcohol consumption). 
Again, the key is not additional funding but intervention 
strategies carafully targeted for high risk area, aggressive 
outreach for case finding, case management to assure appropriate 
referrals and continuity of care, standardized risk assessment. 
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expanded patient education services, extensive follow-up and 
active comnunity participation in the design and implementation 
of interventions. 

We know tt ,t each of these key components contributes to reduced 
low birthw 'ight, neonatal mortality and post neonatal mortality. 
What we don't know is the optimal set of program components 
necessary ro effect these desired mortality and morbidity 
reductions for each at-risk group. 

The Infant Health demonstration Hct grew out of research efforts 
which have found thase key components to be effective tools in 
reducing mortality and morbidity for high risk groups. The goal 
of the Act is to test similar innovative approacnes to providing 
and managing prenatal and infant care to those groups at greatest 
risk. 

Mr. chairman, our children are our greatest national resource. 
We at the Department of Hor.lth and Human Services *ire committed 
to reducing infant mortality and morbidity and trust our efforts 
toward that end will be supported. 

ThanH you. 
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Table 1 

infant Mortality Rate by Year and Race 



YEAR WHITE 



1978 


12«0 


1979 


11*4 


1980 


11.0 


1981 


10.5 


1982 


10.1 


1983 


9*7 


1984 


9*4 


1985 


9.3 



AMEI.TCAN 
BL'.CK IHDIXI 



23.1 


13.7 


21. c 


15.2 


21.4 


13.2 


20.0 


11.7 


19.6 


10.0 


19.2 


10.7 


18.4 


9«5 


18.1 


9.1 



Infant Mortality Rates for 1980 by 
Race and Education 



EDUCATION HHHS BLAC^ 

< 9 years 15.1 25.6 

9-11 13.7 22.5 

12 8.9 18.1 

13-15 7.4 16.2 

16 + years 6.7 13.6 



Data Source: National Centar for Heal^-j statistics, 
Division of vital statistics. 
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Percent Low Birthweight Ty Race 



YEAR WHITE 


BLACK 


AMERICAN 
INDIAN 


HISPANIC* 


1979 5.8 


12.6 


6*4 


6.1 


1980 5.7 


12.5 


6*5 


6.1 


1981 5*7 


12*5 


6*3 


6 I 


1982 5.6 


12*4 


6.2 


6.r. 


1983 5>7 


12*6 


6.4 


6.3 


1984 5.6 


12*4 


6*2 


6.2 


1985 5*6 


12*4 


5*9 


6.2 


^Data available from auout half tlie states* 






Data Source: Natio:: 

Division 


Center for Health Statistics, 
of Vital Statistics* 




Cha ccteristics of Mothers of Low Birth Weight Infants 

(1984) 




WHITE 


BLACK 




Ag& 








< 18 years 


3.7% 


10*6% 




Unmarried 


13*4% 


59.2% 




< 12 years Education 


16*0% 


33.1% 




Prenacal Care Third 
Triine£;ter or None 


4*7^ 


9.6% 
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T^e 3 

Neonatal and Postneonatal Mortality Kates 
by Race and Year 

Neonatal (under 28 days) 



YEAR 


WHITE 


. HACK 


1950 


19*4% 


27.8% 


1960 


17.2% 


27.8% 


1970 


13*8% 


22.8% 


1977 


8.7% 


16.1% 


1934 


6.5% 


12.4% 




Postneonatal 




YEAR 


WHITE 


BLACK 


1950 


7.4% 


16.9% 


1960 


5.7% 


16.4% 


1970 


4.0% 


9.5% 


1977 


3.6% 


7.6% 


1984 




6.o% 



Data Source: National Center for Health Statistics, 
Division of Vital Statistics. 
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Total, HHS Expenditures for Mortality and Low Birthweight 
(Millions) 



1981 


$ 27 


1982 


$ 30 


1983 


$ 3? 


1984 


$ 60 


1985 


$ 76 


1986 


$ r)i 


1987 


f»112 


1988 


$197' 



Health Resources and Services Adininistrati>-»n, Centers 
for Disease Control, National Institute of Health, 
Alcohol f Drug Abuse and M^.ital Health Administration, 
Office of the Assistant Secretary for Health, National 
Centers for Health Statistics, and the Health Care 
Financing Adainistration (targeted deiaonstratic::s) • 

fc*Includes $85 for the Infant Health Initiative. 
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Mr. Weiss. Thank you very much, Dr. Helms. I assume that your 
colleagues and associates will be available to respond to some of 
the questions, but they don't have independent testimony of their 
own. 

Let i^e start off, before asking questions, by telling you that I 
don't have an^ question at all about the commitment of Dr. Bowen 
and the sincerity of that commitment to try to reduce levels of 
infant mortality. 

The problem we have is that the suggestion that all kinds of 
other approaches should be taken, but that money is the least of 
their problems, flies in the face of the testimony that we have re- 
ceived and what all the studies that have been cited to us say. Yes, 
there are ^ complex of fa'*'-^'^ involved, but the biggest factor is the 
inability of women to pa> for the care* And it seems to me that 
until and unless that problem is addressed, all the other efforts are 
going to be certainly inadequate in dealing with the problem. 

In 1984, 60,000 pregnant women in the United States received no 
prenatal care at all, and approximately 140,000 received no care 
until the last 3 months of pregnancy. Almost half of these v^omen 
were unmarried. And these numbers seem to hold true for 1987 as 
well. The percentage of women receiving only third trimester or no 
prenatal care at all reached a low of 5.1 percent in 1979 and 1980, 
and rose to 5.6 percent in 1983 and 1984, the same level as a decade 
earlier. The situation worsened in 26 States and Washington, DC, 
between 1980 and 1984. 

These are very discouraging trends. Do you think they are relat- 
ed to the restrictions on Medicaid-eligibility standards that were 
imposed in 1981, which resulted in many of the working poor being 
cut from Medicaid? 

Dr. Helms. It may have had some effect. But I do think access to 
prenatal care is a much broader problem. I don't know that in- 
creased spending is the solution. Again, it gets back to your basic 
question before — "will massive amounts of insurance and coverage 
really do soi iething dramatic about access to prenatal care'7 I 
think expanding Medicaid standards would help marginally. 

But the situation is that we have looked at what exists and we 
wouiu like to go out there and try some demonstration projects 
that get at intensive case-management of the high incidence areats 
where we know there are severe problems. Let s go see what we 
can do in those areas and get good information about it. From cur- 
rent research, we really think that targeted case-management will 
be a productive approach. 

Mr. Weiss. The problem that we have, you know, is that that 
might be acceptable, it seems to me, if the a:?.ninistration was in 
its first or second year. We are now in the seventh year. We have 
almost finished 7 years of this administration, and every indication 
is that the p blems have gotten worse during the course of those 7 
years than tney were when the administration came into office. It 
seems to me that it is a little late in the game for the administra- 
tion to suggest that what v/e need new is some demonstration pro- 
grams when, in fact, it is quite clear that the approach taken by 
the administration has been a problem. It seems to me, that by the 
time you get thiough with your— never mind your 3-year demon- 
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stration programs, but even 1 year of that, youi admlnbtration is 
out of office. And it is a 

Dr. Helms. Well, we have a lot of faith h. he next Republican 
administration. They can carry on with it. 

Mr. Weiss. Well, I would like to think that v/hatever the admin- 
istration is, that their record will be better than tlic last 7 years of 
this administration. 

Dr. Helms. Let me point out that there have been a number of 
changes which we think get at the direct problem a in Medicaid. 
There are new eligibility standards u:d so on. And we would like 
to see how these standards are working. We think there is a lot of 
potential. And we are working to get the word out. There is poten- 
tial I think for covering a lot of the problem cases out there al- 
ready. 

Mr. Weiss. In July, as you've indicated. Secretary Bowen pro- 
posed legislation that would shift approximately $85 million from 
family planning matching funds to the new demonstration projects 
that address infant mortality, low birthweight, and related prob- 
lems. Now, this shift was previously included in the President's 
proposed 1988 budget, but was not accepted by Congress. Is that 
corre^.t? 

Dr. Helms. Yes. 

Mr. Weiss. According to the Congressional Research Ser/ice, the 
so-called new activities that are described in this proposed legisla- 
tion are already possible under current law. For example, section 
1915(g) of COBRA, passed in April 19£6, allows States to offer case- 
management services as an optional Medicaid benefit. In fact, even 
section 1915(b) of the Omnibus Reconciliation Act of 1981 allows 
the Secretary to waive certain Medicaid pro/isions in order to 
allow States to establish similar case management systems. I un- 
derstand that South Carolina has used that authority to develop a 
program for high risk pregnancies. 

That is an accurate statement of the facts and the law, isn't it? 

Dr. Helms. Yes. And we've worked very closely vidth South Caro- 
lina. 

Let nie say that we think that what you are saying is largely 
true, and we tried to take advantage of the provisions that are al- 
r ady there. But what we are talking about is a more intensified 
and targeted effort with which we would like to proceed. 

Mr. Weiss. Well, the fact is that the authority to do it has exist- 
ed since 1981. 

In 1986 under the Budget Reconciliation Act, Massachusetts and 
Minnesota had also taken advantage of thc± case Management 
option. In ycur testimony, you list six other States that are plan- 
ning to adopt case management services under current law. So, can 
you explain to me what this bill offers that wasn't already avail- 
able? Dr. Kessel. 

Dr. Kessel. Mr. CLai^jnan, I think the principal feature of this 
initiative is taking advantage of some of the issues that vvere raised 
by earlier witness; those issues being *he cooperation and the co- 
ordination of Dringinf the Medicaid programs, working more close- 
ly with the maternal and ;hild health programs, providing the ex- 
perience, disseminating tht3 expertise to the local level in order to 
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achieve the outreach and the continuous care that was cited earli- 
er. 

^ Mr. Weiss. Well, that's all very nice. But you know, no r *jula- 
tions were ever published by HCFA for the similar case r . ige- 
ment amendments that were included in the COBRA, tbo F ,icii- 
iation Act, which was passed in April 1986. An'' these re.^aiations 
have now been delayed for a year and a half. If the administration 
supports the^ kinds of projects enough to ip' oduce such similar 
legislation, why weren't regulations published lor them by now? 

Dr. Anthony. Sir, you are correct in stating the regulations have 
not been published, but in actual fact these particular provisions 
have been implemexited through manual instructions and other di- 
rections. So, we are working on the regulations and we will try to 
get them out as soon as possible, but we have not delayed the im- 
plementation of the programs. And I think that is the important 
factor here that the law that CJongress put forward has been imple- 
mented and is going forward. 

Mr. Weiss. Right. So again, either way there is no need for the 
new legislation. It doesn't really add very much. 

GAO expressed concerns < hout the presumptive eligibility 
amendments included in OBRA of 1986. The goal of those amend- 
ments was to enable pregnant women to qualify for Medicaid im- 
meviiately if they appeared to meet the eligibility criteria, rather 
than having to wait for several weeks or months. 

Apparently very few States are planning to take advantage of 
this option because of concerns about how it will work. In fact, one 
of our very first witnesses this morning from Washington, DC, indi- 
cated the problem that she had because there W0 ^ no utilization of 
this presumptive eligibility, and her inability to manage t' j system 
herself, and that if it were not for a doctor who was willing to do 
the work for her and provide the care, she would not nave received 
prenatal care. 

Now, how is HHS encouraging States to use this option—that is, 
the presumptive eligibility? 

Dr. Helms. We are doing several things. Again, I would like to 
ask Ross Anthony from the Health Care Financing Administration 
to review some of these. 

Mr. Weiss. Er. Anthony. 

Dr. Anthony. Yes, sir. 

I have a survey and some results I think that were provided to 
you, too, in which we have list^ed 12 States that have expressed an 
interest in presumptive eligibility. So, there are a number of States 
that have worked through the problems. That does not say that 
there isn't a great need to try to explain the law and to help States 
work through the difficult problems that you have indicated. The 
Medicaid program at best is complicated and hard to understand. 

It is my understanding that we have a number of efforts under 
way to do that. The State Medicaid directors and the Medicaid Di- 
rectors Liaison Committee v/hich v/orks with us have been meeting. 
As Ms. Brown indicated, we have been working on standards, look- 
ing at data sets, and other sources of information on an ongoing 
basis to try to promote this. 

I notice that some of the recommendations— and I have oniy read 
the summary of the report I believe you received this morning— 
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recommend closer coordination and education efforts. And we 
would be certainly glad to proceed and try to see h<.w we can im- 
prove that educational effort aiid work with the States in that 
area. 

Mr. Weiss. Does HHS have any plans ix) adopt new regulations 
or to improve existing regulations so that this option— that is, of 
presumptive eligibility— will in fact be used by more States? 
^ Dr. Anthony. Fm checking mth the expt^rt. We do have instruc- 
tions out, as I had indicated earlier, on some of the other issues. 
We believe that the law was clear and is self-implementing. And 
the instructions we feel are clear enough to enable the States to be 
able to put these programs into effect. That doesn't mean that 
maybe we shouldn't do a better job at consulting with them and 
trying to explain them, and if there is a problem or States have a 
desire to have a closer cooperation or desire to have better explana- 
tions, we would be glad to provide those to them. 

Mr. Weiss. Well, I would think that you would want to take a 
very hard look, because every indication that we have is that it is 
so confusing a situation, that the States are unable or unwilling to 
participate because they don't know exactly where they vnll end up 
with reimbursement. 

Dr. Anthony. I note your State is one of the 12 that I ha listeu 
here. Are you getting that type of feedback from them as they indi- 
cate that by next year they will have a program in place? Have 
they come to you vnth the difficulties? 

Mr. Weiss. The States have been very slow in coming in because 
they don't really know what the attitude of the Federal Government 
is. That's the problem that we face. 

Dr. HiSLMS. Let me say that we also huve some programs with 
the Southern Governors Association to try to explain problems in 
providing services. 

One other point I would like to make is that one of the advan- 
tages of a case-management approach is that not only would these 
people be experts in trying to get at the risk factors and trying, to 
change people's motivation and so on once they get them in, these 
demonstrations would work to find some of the liard-to-find, at-risk 
people and get them involved. Brt another thing that they could 
do, once they are working with these women, is to tell them about 
their eligibility possibilities, tell them about what their rights ar'^ 
under Medicaid and so on. 

It's a difficult problem, but I do think we are working on it. 

Mr. Weiss. The prnblem that we have, Dr. Helms, is that I v;ould 
find it easier to acc^ipt the suggestion that this new legislative ap- 
proach or initiative that Dr. Bowen has introduced is a real effort 
if the prior authorization for case management, which goes back to 
1981 and 1986, had been implemented, .^nd the fact is that it has 
not been. 

So, it leaves some question in my mind as to whether this is a 
real attempt or whether it is something that has come out of the 
bureaucracy to try to suggest that there is a significant new ap- 
proach when, in fact, it is notl jng new at all. 

Dr. Helms. Well, I guess I would take some exception with that 
because I do think the Secretar;,- is very sincere. I think he has 
looked at the situation. He says can do more. And he has stated 
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his own personal desire that he wants more done in improving 
infant health. But we are really looking at the problem in terms of 
trying to get to the high risk areas. And we think that that is what 
our initiative would do. 

Mr. Weiss. Ms. Pelosi. 

Ms. Pelosl Thank you, Mr. Chairman. 

This is obviously a very important issue, and there are some very 
important questions thet I have which I would requtst unanimous 
consent to submit later. 

Mr. Weiss. Without objection. 

Ms. Pelosi. Thank you, Mr. Chairman. 

If these programs do exist and the r^s have not been written, 
how IS it promulgated? How do people know? In terms of delivery 
of service to individuals, some of these people are the least able to 
deal with the bureaucracy and, therefore, that creates an obstacle 
as well. 

I also am concerned about your statement that funds for this ini- 
tiative would be funds previously budgeted for fairily planning. I 
think that that is a very serious mistake. Funds certainly should 
be available for prenatal care and we all agree on that. But I think 
that our approach to a healthy start, if I may borrow Dr. Havas' 
term, involves a comprehensive look at when children are con- 
ceived I" nd come into the world. 

And 1 would hope that, again, we do not have a competition for 
the dollar to talk about what is more important when it is all part 
of the very same thing. 

So, I do thank the witnesses for their testimony. I will submit 
some questions. And thank you, Mr. Chairman. 

Mr. Weiss. Thank you, Ms. Pelosi. 

[Ms. Pelosi decided not to submit questions.] 

Dr. Helms. Could I comment about the funding? 

Mr. Weiss. Please, Dr. Helms. 

Dr. IlELMJt. Let me just say that the reduction in the match for . 
fsL iily planning didn't come as an intent to cut family planning so ' 
much as it was an overall policy to reduce enhanced matching 
rates across the board where they existed. We thought a lot of the 
enhanced matching rates had outlived their usefulness of starting 
programs. 

But the Secretary has already indicated if you don't like that, he 
would welcome other suggestions of offsets to— there are other 
ways to fund this. 

Mr. Weiss. In your prepared testimony. Dr. He?ms, you said that 
"Financing is not a major barrier to the reduction of infant mortal- 
ity." And yet, the General Accounting Office, the Children's De- 
fense Fund, the Institute of Medicine, the Massachusetts study, and 
Dr. Johnson's research, all of which we have heard about today, (C^ 
show that you are absolutely incorrect. 

^ Now, on what evidence do you base your assumption that finan- 
cial barriers are no Jonger a major problem? 

Dr. Helms. I think to a certain extent they are expressing an 
opinion. I wouldn't 

Mr. Weiss. They are quoting studies. They are not expressing 
opinions. They demonstrate it by studies. 
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Dr. Helms. Yes. I m, to be honest with you, not as familiar with 
all those studies, but by training I am an economist. I can't deny 
that if you had massive amounts of money put into all kinds of in- 
surance programs that you would have a marginal effect on this 
problem. 

Mr. Weiss. Those figures cited to us were that if you would spend 
?lyO mulion, you would cover the problem of u .insured women. 
Dr. Helms. I don't knov; about that. 

But le^- me say that our intention is to get at what we think is 
the real problem of trying to concentrate on the y orst areas of the 
country and the worst sort of at-risk groups that we can identify. 
We thmk a lot of work needs to be done, and we are doing a good 
bit of analytical work to identify these people and try to go after 
these paiticular ones. 

Soreadiiig a lot of money around has not worked in the past, and 
I don t thmk it will work in the future. 

Mr. Weiss. Well, again, I don't understand where you are coming 
from with that. One of our witnesses, from the Institute of Medi- 
cine, said that we all sound like broken records because we are 
saying the same thing, all of us, over and over again, which is that 
for every dollar spent on prenatal care, within the first year you 
get back almost $3.50 in savings. So, I don't see where on the basis 
of the administration's own cost-benefit i*atio, which is v/hat I 
thought was the bottom line approach of tWs administration, it 
makes se..se nci to spend the relatively moaest amounts of money 
which come back m much greater amounts as immediate saving, 
not even counting what happens years later. 

You attempt. Dr. Helms, to place a lot of blame for the lack of 
prenatal care on poor women themselves. You mention their fear 
ot hospitals, the fact they do not value health prevention measures, 
and that they are poorly motr/ated. Now, although nonfinancial 
barriers are important, the research quoted by the General Ac- 
counting Office and the Children's Defense Fund finds financial 
barriers to be more important than other barriers. 

I don t know if you were here earlier to hear our first two wit- 
nesses, who were excellent examples of women who very much 
wanted to obtain prenatal care, but lacked the money to ffet the 
care. 

Do you Iiave research to back up your claim that women's atti- 
tudes toward care, rather than the lack of affordabilitv, are the 
major reasons why they fail to obtain adequate prenataf care? Dr. 
Kessel 

Dr. Kessel. Mr. Chairman, I think what we were suggesting was, 
as you pointed out, that there are, indeed, nonfinancial barriers to 
acc^mg care. And those are, as you identified, among the litany 
ot the factors related to why some people don't seek care even 
when there is fmancial access to that ci^e. 

Certainly affordability is a critical component, as has been stated 
by Dr. Helms. And we are just emphasizing, I think, what Ms. 
Brown emphasized that in order to really achieve success in im- 
proving the health of mothers and children, we have to be much 
more aggressive in terms of our programming and eff^ :tive in our 
nrMrrrxmmmg m order to make the dollars available more effective. 
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Mr. Weiss, Well, that's all nice language. But again, let me 
remind you of the question. Do you have research to back up your 
claim that women's attitudes toward care, rather than lack of 
money, is the major reason why they fail to obtain adequate prena- 
tal care? 

Dr. Anthony. I don't want to give you data, but I have a summa- 
ry 

Mr. Weiss, You don't want to answer that question either. But 
you want to say *::omething else. OK, 

Dr. Anthony. I'll try to answer with the GAO report. And there 
are some statistics that I find interesting. They say in the first 3 
months of a pregnancy, 24 percent of the uninsured don't receive 
care, 16 percent of those on Medicaid. And in the next paragraph 
in summary I saw, those citing money as a larrier, 23 percent of 
the uninsured said t at was a barrier, but only 10 percent of the 
Medicaid populatio . 

Sixteen percent n..)t receiving prenatal care is an unacceptable 
level from my . nint of view. But what I find interesting is that 
only 10 percent felt that money was the barrier. 

I spent about 4 years of my life living overseas in the country of 
Nepd dealing with maternal and child care, setting up a small 
health project and a community health project in the mountains 
there. And people do need prenatal care. And I laud your efforts to 
deal with this subject. But I think that the goal needs to be kept in 
mind, and that is to prevent infant mortality from occurring. 

And again, from a personal point of view, I had a child wno, as a 
matter of fact, was a low bii tnweight baby born in Johns Hopkins 
Hospital a couple of years ago. And what struck me is the tragic 
number of other babies in there who actually were drug dependent 
because their mothers had been on drugs. There are a number of 
other factors, smoking, drugs, education, socioeconomic factors, 
that I think it is important that we not forget. 

It doesn't mean that maternal-child care is not an important 
component. But our opinion is that we need to take a broad look at 
this problem, and not just hone in on one specific area. 

Dr. Helms. Let me add that Dr. Kessel has assured me that we 
can certainly give you a number of studies and a list of studies 
which we tliink are the basis for going after a case management 
approach. When yon get down to it, I don't think we have any stud- 
ies 

Mr. Weiss. Can you cite those for me at this point? 

Dr. Helms [continuing]. That sajr that 

Mr. Weiss. Dr. Helms, can you cite those studies for me now? 
Dr. Helms. No, I cannot right now. 
Mr. Weiss. Dr. Kessel, can you cite me those studies nov ^? 
Dr. Helms. We will be gled to supply them. ^ 
Mr. Weiss. You know that they exist someplace, but you don t 
have them at hand. Is that right. Dr. Kessel? 
Dr. Kessel. That's correct, Mr. Chairman. 

[The witnesses did not provide infonr.ation about studies compar- 
ing financial and nonfinancial barriers to prenatal care. Instead, 
they provided information about studies demonstrating the useful- 
ness of a case management approach to improving prenatal care, 
which follows:] 
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Gate snageiwnc aervicci, chc critical eleaenC of the deaign of the 
Secretary a infant Health Deaonatratlon Act, function to nonitor receipt of 
care, facilitate «cceaa w neceaaary aervicea, and reduce barriera co care, 
auch aa cranaport*cton and child care needa for individuals in need of 
coordinated, coaprihenaive health care* Thije aervicej have been proven co be 
effective in loproving health outcones for pregnant woaen and infanta, 
eapecially for acdically and aociocconooically vulnerable groups. The 
following are the ooat aignificant atudiea co date -n case nanageaent and 
coaprehensive act/icea foe pregnant wooen» 

Sokol, R.J., Woolf, R.B», Rosen, M»C» , & Weingardcn, K» (1980). Riak, 
antepartuw care, and outcone: iapact of a naternity and infant care project* 
Obatetrica and CynecoloRV , 56 ; 153-'156. 

This landoark study coapared two groups of woacn who received delivery 
services froa the saae hoapital and had sioilar o\^aographic 
characteriatica. The study group chac received organized 
Bulcidisciplinary asaessaenr, healch education, nucricion aervices, and 
ongoing followup co aasure reccipc of appropriace services experienced 
s.jnxficancly lower perinacsl aorcalicy when coapared wich che concrol 
group. The addition of a package of coaprehensive and coordinaced 
"non-oedical" services co cradiclonal care as provided by che projecc 
evaluaced in chis scudy concribuced uo che developacnc of currenc case 
aanagecenc designs* 

Peoples, M.D., & Siegel, E. (1983)* Measuring che iapacc of programs foi 
nochers 4nd inftncs on p^ena£al care and low birch weighc: che value of 
refined analyses* Medical Care . 21^, 586"f08* 

An evaluacion oC coaprehcnaivc preni.cal services in a Horch Carolina 
aacernicy and infanC care projecc r/ivealed only minor effaces on LBW races 
m che acudy populacion a whole, buC did deaonacrace ieproveaencs in 
the ucilizqcion of care and LBW races in woaen ac high risk* These 
effeccs were even aore evidenc for woaen at very high riak (i*e*, 
non-whice Ceenagers}* 

California DeparCaC.iC of Healch Services* (198A)* Final evaluacton of che 
objc_ecrical access p iloc projecc * $scraaenco, CA: State of California Healch 
and Welfare Agonc^f* 



Hedi-Cal eligible woa^n who received enhanced prenacal care aervices, 
including paychoso-ial md nucritional asse^saencs, counseling, and 
perinacal educacion, had e LBW rate of 4*7Z* Thia coapared wich a LBW 
race of 7.0X aaong a ^acched group of Hedi-Cal bivctis co woaen noc 
receiving enhanced services* The benefi co cosc racio of chis progr 
was eatiaated to be 1*7-2*6$ 1 over a short period* 
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tuescher, P. A., Soich, C. , Holliday, J.L., & Levine, R.H. (1937). Source of 
prenatal care and infant birth weight: the case of a North Carolina county. 
' Anerican Journal of Obstetrics and Gynecology * 156 , 204-210. 

Women receiving case-nanaged comprehensive prenatal care in the local 
health department were compared with Medicaid eligible women in the county 
receiving care prima^'ily fons private-practice physicians; both groups 
we're low income women. The vomtn under the case-managed system (using 
nurse practitiont.rs) had significantly fewer low birthweight (LBW) infants 
(8.3Z) than the Medicaid women (19. 3X), even after controlling for various 
maternal characteristics and risk factors. The author concluded that " a 
ca^e management approach and greater use of services ancillary to basic 
obstetrical medical care appear to contribute to the better birthweight 
outcomes in the health department." 
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Dr. Helms. V/hat I was about to say is that I think the bottom 
line to the question of "are these attitudes major compared to the 
economic factors," is that you will never get a definitive answer 
other than a lot of opinion polls about that. 

Mr. Weiss. Well, as a matter of fact, the studies which have been 
cited to us this morning are, it seems to me, scientific and very de- 
tailed studies. And they are not opinions. What I sense is that what 
you are telling us is opinion. And you are trying to pass yours off 
as scientific conclusions and the scientific studies that were made 
by the other people as opinions. 

I don't know if you heard Dr. Johnson's testimony regarding the 
large number of poor pregnant women who have no health insur- 
ance or Medicaid coverage. 

Does the administration support new efforts to make Medicaid or 
health insurance more easily available to poor women, narticularly 
the working poor who currently tend to be uninsured? For exam- 
pie, would you support making Medicaid available for more preg- 
nant women? 

^ Dr. Helms. To a certain extent. We view that our initiative is de- 
signed to go after the problem people, the high risk people in the 
Medicsjd population. 

We have also launched and encouraged a number of State inno- 
vative programs in our welfare reform effort. And there are some 
btat^ that are coming forward with some plans to extend Medic- 
aid eligibility. And I think that we are going to be looking at these 
requests very seriously. We are not -opposed to considering some of 
these plans. 

Mr. Weiss. Would you support making Medicaid available at a 
reasonable cost for uninsured women who earn too much to qualify 
for Medicaid under current regulations? 

Dr. Helms. Not at the present time. 

Mr. Weiss. The 1985 Institute of Medicine report and earlier tes- 
tiniony today stress the importance of family planning programs 
and improvmg birthweight and access to prenatal care. Yet, Secre- 
tary Bowen s proposal would cut the family planning matching 
funds to States by $85 million, which is almost half. Shifting these 
tunds around m this way is sort of like robbing Peter to pay Paul. 
Hov/ do you justify 

Dr. Helms. I think I have already covered that topic. 

Mr. Weiss. You have nothing to add to it? 

Dr. Helms. Well, the Secretary has already said that if you don't 
like that proposal, we will be glad to consider any other offsets 
which you might suggest. We are not hung up on trying to cut that 
particular program. 

Mr. Weiss. We have asked you just a moment ago about making 
It easier for people on Medicaid to become eligible for coverage and 
making it easier for uninsured pregnant women to pay for cover- 
age. And you said in the one instance that you are studying the 
Medicaid eligibility increase and that you are opposed to getting 
uninsured women covered at this point. 

^ Dr. Helms. You are talking about a major change in the eligibil- 
ity standards for AFDC and for Medicaid. And that I think would 
be something that we would have to look at very seriously. You are 
talking about a very extensive and expensive change in policy 
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which has ramifications much larger than in this particular popu- 
lation. 

We are doing everything we can under existing eligibility, under 
the existing rules, to try to locate and encourage people who are 
eligible for the present benefits to come forward and get the kind 
of care that we think they need. 

Mr. Weiss. Dr. Helms, the problem is that the testimony we have 
received indicates that the expense, the additional cost, for getting 
currently ineligible pregnant women covered is so modest— the 
range that we had was $190 million to $300 million at the out- 
side—and the savings are so enormous by comparison— the very 
first year alone, $3.3o for every dollar that would be spent— that it 
just seems to me that, without having really looked at the facts 
and the studies, you are creating this aura and this fear of tremen- 
dously heavy costs when, in fact, all the information indicates ex- 
actly the opposite. Not only would you be saving additional lives 
and providing for healthier infants, but you would end up saving a 
tremendous amount of money. That is what the facts are indicating. 

Dr. Helms. I-iet me say that I think what you were asking 
about— would we be willing to change the rules having to do with 
the people who are not currently eligible for AFDC — to open this 
up to people who work and have higher levels of income-;-as I 
think you well know, there are I think enormous opportunities to 
try to do better in Medicaid for people who are much poorer than 
that. And we think that the problem is among the very poor and 
v/e think we would like to concentrate more on that area. 

Mr. Weiss. In the President's fiscal year 1988 budget, the admin- 
istration proposed to limit Federal Medicaid expenditures. Accord- 
ing to the Congressional Research Service, in an issue brief dated 
June 5, 1987, States which had decided ^ provide optional Medic- 
aid coverage to poor pregnant wome , under the Omnibus Budget 
Reconciliation Act of 1986, would not receive Federal matching 
payments for amounts expended in excess of the State computa- 
tion. Therefore, the administration proposal would have taken 
funds away from coverage for wegnant women. 

Now, this appears inconsistent with the administration's current 
concern with increasing prenatal care programs. Can you explain 
why the administration introduced one proposal to cut the funds 
and introduced another proposal that increases funds for the same 
type of services? 

Dr. Anthony. I think what you are referring to is the cap pro- 
posal on Medicaid. It is my understanding— and I will fully admit I 
am not acquainted with all the details— that the cap was set or was 
proposed to be set, but that the States had the flexibility within 
that constraint to allocate funds as they chose. 

So, I am not sure that — I think you are correct in that a cap cer- 
tainly limits funds, and a State might wish to take those in some 
manner from a specific program. But I don't believe that we indi- 
cated you had to take them out of any particular place. 

Mr. Weiss. That would have been the result of it. 

In your testimony. Dr. Helms, you state that HHS has increased 
funding for maternal and child health every year since 1980. Now, 
what funds are included in table 5 of your testimony? 



ERLC 



.195 



191 

Dr. Helms. Dr. Kessel tells me that in table 5 is only maternal 
and mfant health figures. The infant mortality and low birth- 
weight really indicates that this started out in 1981, for a total of 

^E.^i^^^^"- ^^s^ 1^^'^' 5112 million, and a request, in 1988 
of 519 ' million. 

Mr. Weiss. You have figures on that table running from 1981 
through 1988, and the moneys move up from 27 to 30 to 33 to 60, 
76, 91, 112, and finally in the proposed 1988 budget to $197 million. 
Tell me what moneys are included in that. What does that signify? 

Dr. Helms. What I could do in provide you with this page for the 
record. But in the Public Health Service, there is the Health Re- 
sources and Services Administration, within which is the Maternal 
and Child Health Division. There is CDC, and there's NIH, one, 
two, three, four, five— seven different institutes in NIH, totaling 
almost $70 million. 

[The table referred to is on p. 179.] 

Ml. Weiss. Could you tell me whether these are research funds 
or services? 
Dr. HELPvfs. These are research funds. 

Mr. Weiss. OK. Because the funds for the Maternal and Child 
Health Smaces block grant have not been increased every year. In 
addition. Congress appropriated more funds than HHS proposed for 
this program in fiscal years 1984 and 1985. In fact, the President 
projposed a substantial cut in 1984, and has proposed levels that 
don t keep up with inflation every year since then. When the fund- 
ing levels are adjusted for inflation, the block grant funds for ma- 
ternal and child health services have been considerably lower 
diinng the 1980's than in the 1970's or late 1960's. In their report, 
the GAO expressed concern about the inadequacy of these funding 
levels, especially in the South. 

Even with the Federal deficit, wouldn't it make sense for HHS to 
propose increases in these funding levels given the data on the cost 
effectiveness of prenatal care? 

Dr. Helms. We adopted a policy with the block grants to main- 
tain these funds pretty much at level funding with a great deal 
more flexibility for the States to operate within that. They have 
been at the level of-^h, about over $457 million in 1986 and about 
almost $500 niiUion in 1987. 

I will admit the Secretary is not opposed to additional block 
grant MCII funding, but we do have budget constraints placed on 
us ^ust as you do on yourselves. 

Mr. Weiss. Well, the Secretary is not opposed. Does that mean 
that the Secretary now supports the increased support for the pro- 
gram? 

Dr- Helms. I think he has made some efforts to increase support. 

Mr. Weiss. Does the administration now support the funding at 
the proposed $557 million authorization level for fiscal year 1988? 

Dr. Helms. We put in a budget request, they tell me, of $478 mil- 
lion, so we support that. 

Mr. Weiss. You don't support the $557 million even though the 
Secretary is trying to persuade the administration to move to a 
higher figure than the ^478 million. Is that right? 

Dr. Helms. Well, I don't know if it is correct to say the Secretary 
would really support a specified increase. I think it is more accu- 

ERiC . M^196 



192 



rate to say that he has supported our budget request of $478 mil- 
lion. 
Mr. Weiss. OK. 

Dr. Helms. Which is an increase, and that is what I meant. He 
does want to emphasize this, and I think that is why he was willing 
to increase the request. 

Mr. Weiss. The fact is then that the Secretary does not propose 
the increase. OK. ^ ^ * 

Your prepared testimony includes information on many HHS 
programs that include prenatal services, but little on how much is 
spent specifically on prenatal services. Earlier this morning, sever- 
al witnesses expressed concerns that because block grant funds go 
to States with virtually no requirements, no accountability, we 
know very little about how much of the funds are spent on prena- 
tal services and whether the programs are effective. 

Does HHS support greater accountability for these Federal 
funds? 

Dr. Helms. Tm sorry. Your final question? 

Mr. Weiss. The question is does HHS support greater account- 
ability for the funds that are spent, the Federal funds that are 
spent, on prenatal care? 

Dr. Helms. Again, we go back to a basic premise of our block 

frant proposals to keep all kinds of reporting requirements on the 
tates to a minimum. As a researcher, I can't say that having some 
more of this information wouldn't be valuable, but we think there 
might be other ways to get it. And we have certainly supported 
some efforts to get some information. 
Mr. Weiss. Dr. Kessel. 

Dr. Keslel. Mr. Chairman, I think the basic r^inciple also enu- 
merated earlier was in order to keep it simple, to keep the bureau- 
cratic responsibility minimized, that States should spend their time 
and attention in utilizing those resources to serve their population 
better. 

But certainly we have worked with them and they have shared 
with us their statistics. We have supported a number of studies in 
order to identify where there are problems. And through technical 
assistance and other mechanisms, special projects, we have worked 
with the States to try and identify the information needed in order 
to focus and target the problems. 

Mr. Weiss. Well, I don't understand what that answer means 
from the two of you. 

If, in fact, the information is shared with you— the statistics are 
shared with you— then I don't see where there is the additional 
burden, the additional problem or the additional cost, if it is avail- 
able already. 

The problem that was pointed out to us by all the witnesses ear- 
lier is that because there is no requirement, although you may get 
that information— and I don't know, whether you do or not— it is 
not available to the people in the field or in the other States or lo- 
calities. And there is no way for them to be able to gauge what pro- 
grams are working elsewhere. 

And again. Dr. Helms, you said as a researcher you think that 
that kind of information is valuable. The States have no difficul- 
ty — I asked Dr. Havas, for example, would it be an additional 
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rden on the States and would they support having the require- 
'-.:nt to submit that information as to how they spend their 
moneys. And he said no. In fact, he has testified on a number of 
occasions to make the programs more accountable, and make the 
States more accountable. 

So, I do not know why you would not want thet information to 
be available, not just for your own private use, but for the use of 
everybody m the field. 
^P^\ Again, it goes back to the basic objective in the over- 

all block ^ant which was to keep these reporting burdens down. 
And wo didn t want to do that through the block grant mechanism, 
not just m this program, bu*- a lot of them. But there are other 
ways to g:et data and we have supported a number of things in the 
Health Care Financing Administration. 

And aIso,^my office has even taken an interest in trying to pro- 
mote this laea of research oversight acti^aties, of research in the 
National Center for Health Statistics to get at matching up the 
birth data with the death records so that we can identify high risk 
areas and groups. And we have had substantial progress. We can 
now get the information within 18 months, and it used to be some- 
thing like 36 months. We have made a big improvement, and we 
thmk this will help a lot in our initiative in trying to find out ex- 
actly where the worst problems are. 

^ Mr. Weiss. The Maternal and Child Health Services block grant 
incorporates a number of programs for which the moneys can be 
spent. Now, wouldn't you think that it would be helpful to the De- 
partment to know on a State-by-State basis how the States are 
breaking down the money, what they are spending it for? Wouldn't 
that be worthwhile and valuable information for you to have? 

Dr. Helms. I - 1 sure we'd get some use out of it, but we still 
object to requmiig it. If we can figure out other ways to get it, fine. 

Mr. Weiss. But if the States don't object to giving it to you, why 
would you object to getting it? 

Dr. Helms. We're getcing it. We don't object to it. 

Mr. Weiss. Do you publish it? 

Dr. AmHONY. Mr. Chairman, as part of the 

Mr. Weiss. Do you publish it? 
^ Dr. Anthony. There is a report compiled, based on the report of 
intended expenditures which each State submits to us as part of 
the block grant responsibility. Those have been examined and col- 
lated, and they have been sent to the Congress for review in the 
past. 

Mr. Weiss. Do you publish it? 

Dr. Anthony. It is not officially published, but it is disseminated 
upon request. 

Mr. Weiss. Would you, for our records, submit to the subcommit- 
tee, copies of those reports for the last 5 years? 
Dr. Anthony. We would be happy to, Mr. Chairman. 
LThe material requested is in app. 3, p. 216.1 
Mr. Weiss. Thank you. 

In 1985, the Institute of Medicine recommended that the Federal 
Government should take more of a leadership role in setting stand- 
ards of care in federally subsidized prenatal programs. Has HHS 
done anything toward this goal? 
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Dr. Helms. I would like Dr. Kessel to respond because I think we 
have done something there. 
Mr. Weiss. Dr. Kessel. 

Dr. Kessel. Mr. Chairman, as Ms. Brown mentioned earlier, we 
did initiate a public health service expert panel to review the con- 
tent of prenatal care and make recommendations. As I am sure 
you are aware, the policy of the Department is not to, per se, set 
standards but promulgate those standards set by the professional 
organizations. And in this particular case, it would be the Ameri- 
can College of Obstetricians and Gynecologists. 

On *he other hand, what we have done is initiated some initia- 
tives working with the States to compile I think what Ms. Brown 
referred to as the minimum standards. Dr. Koontz, I think can ex- 
plain a little bit more about what we are doing in that area. 

Mr. Weiss. Dr. Koontz. 

Dr. Koontz. I think it was mentioned earlier by one of the wit- 
nesses about the Maternal-Child Health Medicaid Program Direc- 
tors Liaison Committee that has been meeting since the early 
spring on a periodic basis. As part of the interests of that group, 
one of their first efforts has been to focus on standards or guide- 
lines more specifically surrounding perinatal services. 

They have, in the course of this activity, solicited elected stand- 
ards from as many States as have been willing to volunteer to send 
those standards forward. And they are in the process of collating 
them, examining thei-i and discussing how those would be useful in 
their respective State programs. 

Mr. Weiss. When do you expect the panel's work to be conclud- 
ed? And what do you expect the ultimate result to be? Do you 
expect a set of recommendations to be forthcoming from the panel? 

Dr. Koontz. I would just like to clarify that this is a voluntary 
group, and it is not a task force. So, there is no defined time period 
associated with this. They are doing this, coming together to try to 
enhance the collaborative and mutual efforts that can be obtained 
through the Medicaid and MCH programs in the States. And so, 
they have not set a specific time frame for the ultimate completion. 

I think that part of their thoughts at the moment— ;they will con- 
sider these in draft and for consideration for guidelines not abso- 
lute standards. They do tend to rely on the standards of the profes- 
sional organizations as those that are ones promulgated. 

Mr. Weiss. So, you can't tell us at this point when they will com- 
plete their work. 

Dr. Koontz. They are considering some draft guidelines at this 
moment. Since that is a group that— I mean, they wouid have to 
advise us about when they feel that that work will be complete or 
at a stage 

Mr. Weiss. Right. You don't know at this point. 

Dr. Koontz. I don't know what that timeframe is. 

Dr. Kessel. Mr. Chairman, I might add that the work of the 
expert panel, which is chaired by Dr. Mortimer Rosen from Colum- 
bia University, in reviewing the content of prenatal care should be 
ready by the fall of 1988 after they finish their deliberations. 

I might as well point out that most of the literature tends to 
focus on the medical content of prenatal care and is not very rich 
in terms of the evaluation of the behavioral aspects the psychoso- 
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cial care. Although those are very important issues, what I am re- 
ferrmg to here is the interventions to precisely respond to those 
problems in the women that we are concerned about improving 
their health and pregnancy outcomes. 

Mr. Weiss. An HHS funded study by the National Bureau of Eco- 
nomic Research found that early prenatal care is even more impor- 
tant for preventing low birthweight and infant mortality for blacks 
than for whites. So, it seems that prenatal care could be extremely 
important in eliminating the enormous racial difference in infant 
mortality. 

Dr. Helms, are you familiar with that study? 

Dr. Helms. No, Fm not. 

Mr. Weiss. Dr. Kessel. 

Dr. Kessel. I don't think specifically, sir. 

Mr. Weiss. What is your opinion. Dr. Helms, of GAO's recom- 
mendation that HHS do more to disseminate the results of studies 
of prenatal programs that are funded by the Maternal and Child 
Health Services block grant every year? 

Dr. Helms. I think one of the objectives is to improve. We have 
no objection to trying to improve the dissemination of useful infor- 
mation. That is one of our objectives for our demonstration, to 
again do the evaluation of these things, find out what really works, 
and try to disseminate that information. 

Mr. Weiss. Has there been a dissemination of the results of those 
studies? 

Dr. Helms. Sure. Do you want to 

^ Dr. K£SSEL. Mr. Chairman, to the extent we are working on that 
issue, we publish every year the results of the demonstration and 
research projects that the Division of Maternal and Child Health 
supports. That is sent around to the State maternal and child 
hea th directors and the other members of the maternal and child 
health C'>mm unity. 

There are other procedures that we have engaged in to try and 
address this more effectively through meetings, conferences, work- 
shops, technical assistance activities, directly to the States. And I 
think Dr. Koontz can elaborate a little bit further. 

Mr. Weiss. Dr. Koontz. 

Dr. Koontz. We have several projects that we are funding that 
are regional in nature and are specifically targeted to sharing of 
information among the States in the regions that are involved in 
the projects. For instance, in region 4 there is a project that ad- 
druses perinatal issues and the data and the kind of information 
and programming that should be implemented. 

Currently one of their highest priority issues is to develop an in- 
dicator for identifying unmet prenatal care usage. And that meet- 
ing was just held last week in Chapel Hill. It involves both State 
maternal and child health officials as well as State vital registrar 
officials to bring together two very important components in look- 
ing at this issue. 

Ml. Weiss. When you get a chance to read the GAO report, will 
you look at this particular recommendation for more dissemination 
and give us your response to it for the record? 

Dr. Koontz. Yes. 
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Mr. Weiss. The GAO also recommended that HHS develop statis- 
tics for each State estimating the cost and savings of making Med- 
icaid available for all pregnant women whose income level is 100 
percent of the poverty line or below. GAO thinks that would en- 
courage more States to take advantage of that option. 

Dr. Helms, would you support that recommendation? 

Dr. Helms. Well, let me say that I have not looked at the GAO 
report and neither has the Department in any detail. We will cer- 
tainly look at that suggestion, as we will all the others, and we will 
be responding as we always do to GAO reports. 

Mr. Weiss. And will you submit the response to that recommen- 
dation to the subcommittee please^ 

Dr. Helms. I see no reason not to, yes. 

Mr. Weiss. I don't either. Thank you. 

[The material follows:] 
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The Office of Macernal snd Child HesUh (OHCH) currenclv hat a nutaber of 
approaches to cooaunicste che results of its deaonscrac »on projeccr and co 
assure disseninscion of iraporcanC studi<*s in che field co individuals and 
agencies inceresced in nacernsl and chi'la healch issues. Review ctiseris for 
deaonscracion granC approvals scipulace chaC spplicacions include a plan and 
resources co share informacion abouc projecc developaenc and ouccones wich 
local, Scsce, regional, and naCional groups; co accoaplish chis , projecc scaff 
may provide presenCacions ac conferences, publish manuals or workbooks, and 
develop arcicles for relevanC journals* A coapnndiun of abscraccs, ciced in 
Che General Accouncing Office (GAO) reporc on prenaCal Care, decails projecc 
goals, accivicies, and acconplishmencs, litis coapendiun is published and 
disseninsced annually co ScaCe nacernal rnd child healch direccors and all 
demonscrscion granC recipiencs co proaoce discussion, neCworking, and 
replicacion of successful nodeU by che nscernal and child healch comaunicy* 
CenCrsl and Regional Office consulCanC sCaff review pu**lished liceraCure for 
cogenC copies, including evaluscion research, and forward copies of Chese co 
ScaCe and local healch sCaff. The OMCH has made s concerced efforc over che 
pasc cwo years co include preseucacions by projec** scaff aC che annual 
aeecings of che Associacion for Macernal snd Child Healch Prograas and che 
Healchy Hochers/llealchy Babies Coalicion. Finally, OMCH supporcs nuaerous 
training and concinuing educacion accivicies each year which highlighc 
prenaCal progrsns proven co be effeccive in ioprovin^ healch service delivery 
and healch sCaCus ouCcooes* 

In lighc of che recotaaendacions sec forch by che GAO reporc, OMCH is planning 
CO enhance ics role in advancing information regarding effective prenaCal care 
programs* The Macernal and Child Clearinghouse, funded by OHCH, has been 
involved Co a limiced degree in assiscing che agency wich disserainacion cf 
publicacions , i^trioarily Chrough che developaenc of che snnual cospendium of 
deaonscracion g'ancs and mailings of new or exiscing educacional mscerials* 
The scaffs of OKCH and che Clearinghouse have tac% Co begin planning for a 
scronger focus fcr che Clearingh sse in asaiscing wich che synchesis of 
evaluacion daca on projeccs for che purpose of more cimely and widely 
discribuced program reporcs* 
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Mr. Weiss. Your preliminary 19S6 infant mortality statistics put 
the United States in 13th place among 20 industrialized countries 
rather than tied for last place as several witnesses have said. 
Either is unacceptable as far as I am concerned. But is the new 
ranking a comparison of 1986 statistics for all 20 countries? 

Dr. Helms. He said it should have read 17th. 

Mr. Weiss. It is 17th. And that means 

Dr. Helms. We would agree that that is unacceptable. The Secre- 
tary has so stated and I think that is in my testimony too. 

Mr. Weiss. So that if it is 17th, it is still tied for last place. Is 
that right? Yes. That's the answer. 

Dr. Helms, Tied for last place out 

Mr. Weiss, Out of the top 20 

Dr. Helms. If you limit the list to your definition of industrial- 
ized countries so there are only 17 or 18 

Mr. Weiss, Twenty. Twenty industrialized countries. We had the 
3ame information as of 1980. I thought that you had found some- 
thing new when you said that it wa*. 13th, but apparently not. It is 
still in the same position. 

Dr. Helms, It hasn't changed, right. No. 

lir. Weiss, Well, that concludes my questions. If you have any- 
thing further to add by way of summary, I would welcome it. 

I must tell you that for people who are concerned about the qual- 
ity of prenatal care and about the infant mortality rate and the 
problems of pregnant women and newly born infants who don't re- 
ceive sufficient p'-enatal care, my impression and conclusion is that 
the administration has at best been marking time. In fact, the sta- 
tistics indicate that we have been falling further and further 
behind. And I don't think that you ought to be satisfied any more 
than I am with the conditions that we find today. 

Dr. Helms, Well, let me respond by saying I don't think the Sec- 
retary or any of the rest of us are satisfied. And I think that when 
the Secretary came in 2 years ago, he established this as a major 
concern. And I do think we are making some progress. 

Mr. Weiss, Dr. Helms, I appreciate that the Secretary came in 2 
years ago. The administration came in 7 years ago. And I don't 
think that it is possible for the administration to pretend that, in 
fact, it started dealing with the problem only 2 years ago. It started 
dealing with the problem 7 years ago. 

Any further comments? 

[No response.] 

Mr. Weiss. If not, again I want to thank you very much for your 
presence and participation. We will keep the record open so that 
you can submit the responses to the questions that we have asked 
and also for additional written questions that may come either 
from the subcommittee or from individual members thereof. Thank 
you very, very much. 

The subcommittee now stands adjourned subject to the call of the 
Chair. 

[Whereupon, at 1:14 p.m., the subcommittee adjourned, to recon- 
vene subject to the call of the Chair.] 
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Appendix I.—Additional Testimony From Panel 1 Members 

October 23, 1987 

Hon. Ted Weiss 

Chair of the Human Resources and 

Inter-Governmental Relations 
Committee of the Committee on 

Government Operation's 
Rayburn House Office 'dullding 
Room B-372 

Washington, O.C. 20515 

RE: Congressional Hearing on 

September 30, 1987; Hearing on 
Infants at Risk 

Dear Congressman Weiss: 

At the close of the above hearing y?u Invited me to 
make recommendations to the Committee, If I had any. 

On page 41 of the hearing transcript (line 848), 
Congressman Lightfoot asked me whether or not a little bit 
of a supplement would really make a difference to me and my 
family. If a supplement was available to lev-Income working 
familtes, specifically to pay for private health Insurance. 
It would make a great difference In both our ability to be 
self-sufficient, and the quality of health care that we 

^1^^ exception of one very kind doctor at the 
Whitney M. Young, Jr. Health Center, Inc., I have found that 
there Is little continuity of health care provided at 
clinics which Is often confusing when you are a patient. It 
would be very helpful If we could pick our own providers. 

With respect to a supplement provided for health 
insurance. It would be helpful If it was on a sliding scale 
so that as you earn more money, you slowly became 
sel f-sufficlent. 

Finally, as brought out Uy Hs. Ferrell, while on 
medicaid, I found that I was treated with very little 
respect by my caseworkers. I was often called In to bring 
documents or sign papers which could have been mailed. 
Because I live 21. 5 miles fron the welfare center, this was 
often done at great expense to me. On more than one 
occasion, I was asked to corae in, and then when I arrived, 
was told that my worker could not see me and that I would 
have to corae back the next day. 

I have a son that is on SSI, and I have foii.*»d that the 
federal workers there have treated me with much more 
respect. I would i<ke to propose that medical insurance and 
Medicaid programs be run by the federal government, rather 
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than through the counties ensure that low-income Americans 
are treated with respect and courtesy. 

Furthermore, I believe that the availability of 
Hill-Burton coverrge is not widely enough known. More should 
be done to make people aware that Hill-Burton coverage 
exists. ^ 

Finally, it is extremely hard to find doctors that take 
medicaid. Once you have medicaid, you often hawo to spend a 
considerable amount of time, expecially in rural counties, 
locating doctors that take medicaid patients. 



Very truly yours , 
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ChiFdren's Defense Fund 
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October 14, 1987 



The Honorable Jim Ross Lightfoot 
1609 Longworth House Office Building 
Washington, DC 20575-1505 

Dear Congressman Lightfoot: * 

Ploase let me thank you for the opportunity to appear, before 
the Committee on Government Operations, Subcommittee on Human 
Resources and Intergovernmental Relations on the subject of 
access to prenatal care. 

As follow up to my testimony and your questio.is of me, I 
would like to underscore the importance of the Ked.caid program 
as a means of improving the availability and accessibility of 
prenatal and maternity care. In recognition of the role that 
Medicaid coverage can play, Congress last year amended the 
Medicaid law to permit states to raise the income eligibility 
level to cover pregnant women and infants with incomes above 
states* AFpC payment levels but below the federal poverty level. 

Adoption of this option in Iowa would have an enormous 
impact. The National Governors' Association estimates that if 
adopted, coverage would be available for nearly 5000 poor and 
pregnant women who are currently uninsured. While the state 
legislature last spring approved a bill to exercise the option 
the Governor vetoed the legislation and consequently. Medicaid 
coverage remains available only to pregnant women with incomes 
approximately 50% of the poverty level and below. 

There are other major Medicaid options srvailable to Iowa 
that can greatly improve access to care in Iowa. The most 
important is the option to eliminate the asset test. Tradionally 
applied to all Medicaid applicants in addition to the income 
test, the asset test disqualifies many needy pregnancy 
simply because they have resources in excess of federally 
established standards. 
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The Honorable Lightfoot 
Page Two 

October 14, 1*^87 



In states like Iowa the effect of the asset test can be 
devastating since virtually all farm families, are automatically 
ineligible for coverage because they own farm equipment. Although 
the equipment cannot help a pregnant woman obtain prenatal care, 
it is essential to her family as a means of obtaining money to 
pay for food. If she is forced to sell the equipment to become 
Medicaid eligible, she is left with no means to make money to 
feed the family. Under new federal law, states may waive the 
asset test for pregnant women to ensure that all needy women can 
obtain csre. Yet Iowa has not elected to adopt thir option. 

Other options that can improve access to care are available 
to states, as well. States may, at their option, allow pregnant 
women seeking care to be presumed eligible for Medicaid (if they 
meet minimal requirements) to avoid the enormous delay that many 
women face in the determination of their eligibility. By covering 
women immediately, they may receive needed care early in 
pregnancy, as recommended by medical experts. (Those found 
presumptively eligible are covered up to 45 days, or until they 
are found ineligible, assuming that the woman formally applies 
within 14 days after presumptive eligibility is granted.) This 
option is extremely important in communities where few 
obstetricians will accept uninsured patients, since it provides a 
mechanism to finance care during a medically critical period when 
many women do not have adequate coverage. Unfortunately, Iowa, 
has failed to adopt this option as well. 

I hope this information is helpful. 



Sincerely, 




Dana Hughes, M.P.H., M.S. 
Senior Health Specialist 



DH:me 





Appendix 2.— Additional Testimony From Private Nonprofit 

Organizations 



TESTIMONY OF THE 
MARCH OF DIMES BIRTH DEFECTS FOUNDATION 
ON 

BARRIERS TO PRFNATAL CARR 
SUBMITTED TO THE 
HOUSE GOVERNMENT OPERATIONS SUBCOMMITTEE ON 
HUMAN RESOURCES AND INTERGOVERNMENTAL RELATIONS 
September 30, 1987 
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The March of Dimes Birth Defects Foundation supports access 
to maternity care for all pregnant women because comprehensive, 
early prenatal care has proven effective in reducing the 
incidence of infant mortality, low birthweight and birth defects • 
A March of Dimes study based on 1»5 million live births showed 
that the risk of having a low birthweight baby decreases 
according to the number of prenatal visits the mother has* Women 
with no prenatal care at all run a 9 percent risk of having a 
baby weighing 5-1/2 pounds or less* Women with the recommended 
serlef of 13 or 14 visits throughout pregnancy reduce that 
risk to 2 percent*^ 

In 1979, the surgeon general of the United States established 
five national objectives for infant health to be reached by the 
year 1990* One of them was that at least 90 percent of all 
pregnant women begin prenatal care during the first three months 
of pregnancy* According to estimates by the Children's Defense 
Fund, this goal will not be met — in any state* In 1984, the 
latest year for which figures are available, only 76*5 percent of 
babies were born to women receiving early prenatal care*^,^ 

American women continue to have difficulty obtaining prenatal 
care, despite strong evidence of its benefits* For example: In 
Orange County, California, the proportion of women who had 
inadequate or no prenatal care increased from 4*6 percent 
in 1980 to 6*1 percent in 1986 — a 33 percent increase* In 1986, 
the Orange County Health Care Agency actually turned away over 
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1,600 pregnant women. The survey was conducted in cooperav.ion 
with the local March o£ Dimes chapter.^ 

The problem in Orange County is indicative of the scope of 
the problem nationally. The reasons for the problem: financial 
and non-financial barriers to accessing prenatal care. 

Congress passed legislation last year that is helping to reduce 
the financial barriers to prenatal care for women lacking 
private health insurance. The "SOBRA" Medicaid amendments, which 
allow states to increase income eligibility for pregnant women 
and young children up to 100 percent of the federal poverty 
level, have been adopted in 24 states. The March of Dimes 
strongly supported this legislation both in Congress and in the 
states. Our goal ie enactment of the option in the remaining 
states so that all women below the federal poverty level will be 
eligible for maternity services. 

The March of Dimes wholeheartedly endorses the Medicaid Infant 
Mortality Amendments of 1&87 (S. 422, H.R. 1018), which would 
give states the option of increasing income eligibility for 
pregnant women and infants to 185 percent of the federal poverty 
level. Enactment of this legislation greatly reduce the number 
of pregnant women and infants in working families who are 
uninsured. We commend the House supporters for including this 
bill in its reconciliation legislation, and urge all members to 
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support its passage* 

Even if all women with incomes below 185 percent of the poverty 
level become eligible for Medicaid maternity care, there are 
additional barriers to receiving care* 

The Consensus Conferences on Access to Prenatal Care and Low 
Birthweight, which the March of Dimes funded, identified a number 
of provider, patient, and "systemic" or public policy barriers to 
care*^ He have limited discussion here to barriers that can be 
addressed through existing legislative initiatives, including: 

o multiple eligibility requirements for benefits* 

o inconvenient hours or location of services* 

o inadequate reimbursement system* 

o inadequate outreach and follow-up* 

o maldistribution of providers* 

o malpractice and liability issues* 

o under utilization of certified nurse-mid wives and nurse- 
practitioners* 
o lack of transportation and child care* 

Multiple eHq^hllity r equirement for hpnefits indicates a 
lack of coordination among existing federal programs* The March 
of Dimes supports greater coordination among Med icaid , the 
Maternal and Child Health (MCH) Block Grant, and the Supplemental 
Food Program for Women, Infants, and Children (WIC) * To this 
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end, we support the study of coordination of Medicaid and WIC as 
included in the Senate commodity bill (S, 305), The March of 
Dimes urges the House conferees on the commodities bill (H,R, 
1340) to accept the Senate WIC provisions* 

The consensus conferences recognized an under-util iaatlon of 
certified nurse-midwives and nurse ^practitionf^rs in obstetrical 
care.^ Pending legislation (S, 1441) to reauthorize the 
Community and Migrant Health Centers would target $35 million to 
reducing infant mortality by increasing the number of centers and 
expanding outreach • Training of certified nurse-midwives and 
nurse practitioners also would be increased in this bill. We 
urge the House to include these provisions in their Community and 
Migrant Health Centers bill (H,R, 1326), 

Finally, the March of Dimes would like to thank the House members 
who supported increased appropriation for MCH Block Grant in the 
Labor, Health and Human Services and Education Appropriations 
Bill. This is the only federal program that focuses solely on 
the health of mothers and children. We urge the Senate to 
maintain full funding for MCH, $557 million, in its Labor, Health 
and Human Services and Education Appropriations bill, and we ask 
the House to accept the full funding level when the bill is 
conferenced. 
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Thank you for the opportunity to present the views of the March 
of Dimes on federal programs to address barriers to prenatal 
care« 



I* Harch of DimCk> Birth Defects Foundation* Facts. p*8* 

2* American Nurses' Association* Report of Consenses Conferences on 
Access to Prenatal Care: Key to Preventing Low Birthweight* Kansas 
City, Mo*x the Association, 1987* 

3* Hughes, D*, K* Johnson, J* Simons, and s* Rosenbaum. Mat-pmal and 

ChUd HPfllth Data BOOKt The wi^alth of America's Children. Washington, 

D*C.t Children's Defense Fund, 1986* 

4* Professionals and Agencies for prenatal Access, Preliminary Report 
on Prenatal Care in Orange County, August 3, 1987, p*2* 

5. ANA, p. vi. 

6* ANA, p* 27* 
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N ATI CN AL -4 non-prohtorgpnizttk-* . :i§aic9t9d to pronoting 

PEfJINATAL p9rin9WhoMi ttvough fostBring d^bv9ry 0* optimal c»«. •<f(/c«t^. 

ASSOCIATION rcsBtrdfndordTir^ofr.ttk-nBlpncrKits." 



National Headquarters <'°3) 549-&523 

lOms. Union Street 
Alexandria. Virginia 22314*3323 

Th«Nttton«4 P«r1nat«l 
A*socl«t(on Otftumi and 
•«ard of Oktctor* 



Testimony for the Committee on Government 
jSriSS^SS. Operations 
fr*,kUM-v^ September 30, 1987 

cjm«*m,0M The National Perinatal Association <NPA) 

ucfMMWtMOfWM IS an organization comprised of 10,000 members 

S>t(«rJ*«vwU«gr«r.C>«U MS 

Twnpnd. including physicians, nurses, social uorkers, 

oiZl.*nrSr-"^ nurse-miduives, dietitians, consumers, and 

"f!^!!!!!;^!!^^^ other perinatal professionals. The term 

5:;tJiioJ!-i5SU« "perinatal" refers to the period shortly 

!lCJw2I^Mo.MPM before and after birth, from the tuentieth to 
iSS*1S5li'*° the tuenty-ninth ueek of gestation to one to 

RJUC Ztttm 

LM«F.s««M<>.nNc.iiN t^our ueeks after birth, ue are in essence. 

OMny HI. N«w J«r»*y 

PMMti^h£%i^f^ concerned uith the health of mothers and 

o«v,dw»i«Mo infants. Our organization is unique in that 

UTi«nock.ArttnsM XI r^prcsents mul t idisc 1 pi inary professionals 

Norte*, Vo*^ 

N«ftcyYeu»o.Hx oroughl together under a common bond, the 
Butt«rwTryi« recognition of the need and the desire to 

£M»ClMitl9pif9Cl0f 

improve the health of America's mothers and 
infants. Among our top priorities are 
expanding Medicaid, i^nproving access to care, 
and reducing infant mortality. 

NPA recognizes the importance of the 
access of prenatal care to pregnant uomen in 
ensuring healthy mothers and babies. In 1984 
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NPA passed a resolution to support Federal legislation that 
provides equal access to high quality care for all pregnant 
uomen and neuborns. And ue continue to uork actively to 
increase access and improve pregnancy outcomes. 
The 1984 resolution reads, 

UhereaSf the NPA believes tha. health is 
influenced by all factors in the 

human life cycle uhich affect the uell-being of the 
family prior to concept-ion Ihrought the next 
generation, and Uhereas, the NPA respects the rights 
of each individual to a uholesome, full life, and 
Uhereas, the NPA believes that a uholesome full life is 
enhanced by good prenatal care. Be it resolved, that 
NPA should monitor all Federal legislation and rules 
and regulations to ensure equal access to 
high quality care for pregnant uomen and neuborns. 

This resolution uas based on research that found uomen 

uho receive early, comprehensive prenatal care experience 

less complications and give birth to healthier infants than 

uomen una receive late or no prenatal care at all. Lou 

birthueight infants is one possible health outcome of 

inadequate prenatal care. The medical and financial 

consequences of lou birthueight babies are serious; lou 

birthueight infants are tuenty times more likely than normal 

ueight infants to die in their first year of life. In 

addition* those lou birthueight infants that survive often 

suffer from disability throughout their lives ind require 

extensive medical attention* 

Provi'ding tar1y» comprehensive prenatal caro to pregnant 

uomen not only reduces dittbi1ity» but also reduces costs* 

The uell-knoun OB Access study in California found that every 

2 
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dollar spent on Prenatal care saved $3.38 in medical care to 
lou birthueight infants in their first year of life. Thus. 
Providing comprehensive prenatal care improves health 
outcomes and reduces medical costs* 

NPA believes in investing in our future generations. 
The current infant mortality rate in the United States, uhlch 
is ranked last among twenty industrialized countries, 
demonstrates that ue still have not provided adequately for 
our nation's children. NPA believes ensuring quality 
prenatal care to all Pregnant women is the first step in 
building our nation's future. 

NPA commends the recent Federal efforts to improve 
health care for the poor through the Deficit Reduction Act of 
1984, the Consolidated Omnibus Budget Reconciliation Act of 
1986 and the Sixth Omnibus Budget Reconciliation Act uhich 
all expanded t' e eligibility to Medicaid. In addition, the 
establishment of the National Commission to Prevent Infant 
Mortality demonstrates an auareness and commitment to improve 
our infant mortality rate. NPA urges that Federal action on 
the problems of access to health care and infant mortality 
continue* 

For further information, please contact Sandra But 1 er-Uhyte , 
Executive Director, National Perinatal Association at (703) 
549-5523* 
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nachn 

ROBERT H. SWEENEY 
Septenber 30, 1967 



The Honorable Ted Weias 
Chaiman 

Subcomalttee on Huiaan Resources 

and Xntergovernnental Relations 
Coianlttee on Governnent Operations 
B-372 

2442 Rayburn House Office Dldg. 
Washington. D.C. 20515 

Dear RepreBentAtxvo Weiss: 

On behalf of the 96 children's hospitals that are nenbers of 
the National Association of Children's Hospitals and Related 
Institutions (NACHRX). X an writing to connend you for addressing 
in today's hearing before the :fubconnlttee A problen that has 
serious l&plxcatlons for the health of our nation's children: 
inadequate prenatal care* 

Children's hospitals are anong che first to sec the results 
of Inadequate prenatal care* Pregnant wonen who receive 
inadequate prenatal care are at significant risk of bearing an 
infant who is low birthweight. stillborn, or dies within the 
first year of life. An infant who survives a medically 
unucpervised pregnancy is likely to be hospitalized in a neonatal 
intensive care unit at a cost of $1,500 a days a sua cotsnenaurate 
vfith the cost of prenatally DOnitorlng an entire nine xnonths of 
pregnancy. The Institute of Medicine found that every dollar 
invested in prenatal care saves $3.38 in an infant's first year 
nedical costs alone; testinony solicited at your heari.ig today 
disclosed that this estioate i^ a conservative one iwdeed. 
Furtherjaore. the medical problems suffered by such an infant do 
not necessarily end at year one; they nay persist in a sequelae 
of impairments throughout the child' n life* 

Thus, on behalf of NACHRI. I would like to recommend the 
following as essential steps in assuring prenatal care tor 
impoverished pregnant women t 

o Nation-wide adoption of state Medicaid eligibility 
options for pregnant women with incomes of up to 100 
percent of the federal poverty level, an authorized by 
the Sixth Omnibus Budget Reconciliation Act of 1966: 



The Natlonat Association of Children's KospUala and Related Institutions. Inc. 
401 Wythe Street. Alexandria. Virginia 22314 
Phone (703)6«4.1355 
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o Incluiion of the Bradley-Waxnan Medicaid Infant 

Mortality Anendaents IS, 422 and H.Ra018> in the Fi«cal 
Year 1988 Budget t^econcil iation package to further 
expand Medicaid eligibility to include pregnant wonen 
and infants with incoises up to 185 percent of the 
federal poverty level; and 

o Increased funding for prenatal services in the Maternal 
and Child ijealth block grant. 

NACHRI offers full support in your efforts to address this 
crucial problea. 




RHS/stb 
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College of 
Obstetridans and 
Gynecologists 



December 21, 1987 



The Honorable Ted Weiss 
Chairman, Subcommittee on Human 
Resources and Intergovernmental Relations 
B372 Raybum Building 
Washington, DC 20515 

Dear Chairman Weiss: 

The American College of Obstetricians and Gynecologists (ACOG) has reviewed the GAO's 
recent report on Prenatal Care, GAO/HRD-f^-lST, and would like to share with you our 
comments about the report. At the outset, we commend the GAO for undertaking a study 
of prenatal care, and mere particularly for attempting to determine from the perspective 
of women themselves, what obstacles low-income women report hindered them from 
obtaining more or earlier prenatal care. 

We would like at the outset to point out that the report issued at the hearing was in error 
in the reporting of the percent of obstetncian-gynecolcgists who accept Medicaid patients, 
as determined by Mitchell and Schurman. Preliminary data from an ACOG survey conducted 
this year appear to confirm the Mitchell and Schurman estimate that about 64 percent 
of obstctncian-^ynecologists accept Medicaid patients. The College appreciates the GAO's 
quick action to correct this error. 

The authors indicate In Chapter 5 that the study showed "few women had problems finding 
a physician or other health care provider to see them." Ba^ed on the data presented in 
the report, we strongly disagree. Far example, on page 55 it is reported that 11 percent 
of the Medicaid recipients interviewed encountered problems in finding a doctor to see 
them. Furthermore, in table 3.1, Barriers to Prenatal Care, by Adequacy of Care, it is 
reported that of those vhose care was inadequate 15 percent Indicated that no doctor 
would see them, 5 percent said that there were no doctors In the area, 17 percent could 
not get an appointment earlier, and 13 percent said the wait In the office was too long. 
The percentage of Medicaid women who reported problems in finding a doctor and the 
frequency with which these obtaining inadequate care cited lack of doctors or long waits, 
led to a conclusion opposite to GAO's, namely that Medicaid and uninsured women do 
have significant problems finding a health care provider to see them. 

Other anecdotal evidence cited in the report confirms that the women surveyed have 
difficulty finding a provider. The report quotes local officials in Bluefield, West Virginia, 
who indicate that many women travel up to two hours to obtain prenatal care; cite a clinic 
in Charleston, West Virgima, that has closed admissions every year for the past four years 
because of high patient volume; the report that officials in Los Angeles County mentioned 
the overcrowded public health clime system as a major barrier to access to prenatal care. 
All of these examples suggest to us that there is insufficient capacity in the current system, 
in many communities, to provide sufficient prenatal care. Provider participation must 
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be increased ajid raising reimbursement rates is one way to accomplish this. Consequently, 
we disagree with tae conclusion that raising reimbursement will do little to improve access 
to prenatal care for most women. 

This is not to s-y that we disagree with the importance of the recommendation that would 
expand eligibility to 100 percent of the poverty level and enact a presumptive eligibility 
process. We strongly support these recommendations as well. 

The report also notes that higher reimbursement rates would expand the choices of providers 
available to women obtaining care at a hospital or public health clinic. If the public provider 
system does not have the capacity to care for all the women requiring care, expanding 
the capacity of the entire system would help alleviate the problem. From its inception, 
freedom of choice has far too often been a hope and not a reabty for Medicaid beneficiaries. 
Incentives to encourage greater participation would help provide recipients with the freedom 
of choice Medicaid has long sought. 

There are two other issues relating to source of care that warrant further study. The 
data indicate that women who obtained their prenatal care at a doctor's office were more 
likely to obtain adequate care than women who obtained their care at a health department 
or hospital clinic. It would be interestin,'? to know whether this difference is due to the 
setting or to characteristics of the wome n. We would be interested in knowing if there 
are differences in the cost to the Medicaid, program for care provided in the different 
settings. 

Another area of concern involves the findings with respect to women in urban versus rural 
areas. The report states that women most likely to have adequate prenatcl care were 
women in rural communities, while women most likely to have inadequate or intermediate 
care were women in the largest urban areas. This finding contradicts other evidence 
indicating a decline in access to prenatal care in rural areas precipitated by a loss of family 
physicians and obstetricians in these communities. The fact that 12 percent of women 
in rural areas cited transportation as the most important barrier to prenatal care could 
reflect that these women may be forced to travel greater distances to the nearest provider 
who will see them, and not just the lack of public transportation in these areas. More 
research is definitely needed. 

The difference between the communities included in the survey are striking and point 
to the need for each community to clearly identify its own needs. We support the 
recomir.<fndations for assistance to communities in developing plans for identifying the 
most important barriers to care in their specific community and designing programs to 
help overcome those barriers. We also agree with the Southern Regional Task Force on 
Infant Mortality that MCH block grant funds need to be increaud. 

We hope you will find these comments helpful. The GAO report is an important one and 
one which will be referred to by policy makers in the future, and for that reason these 
clarifications are important. 



Sincerely, 
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15.676 




980 


156 


32.814 


416 


21.919 


4.354 


1.829 


539 



689 
251 
115 
96 
731 
483 

514 
5.567 
701 
106 
52 



510 
199 
1.647 



1.442 
1.322 
59 



• THE PvniC HEALTH AGENCIES IN GUAM fJC THE NORTHERN KARIAKA ISLANDS DID NOT REPORT TO ASTHO/RS FOR FT 1981. 

Ktau I^l^cIK'L?^^^?^i].^? u^'s^if^n ...si^^'*' "^^^^^^ ^^^^ expenditures < 

REfUCTEO IN m ASTHoI^aS MTA JaScI WTHORITIES. ENYIROIftEHTAL AGENCIES. AND HOSPITAL AUTHORITIES ARE I 
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1.926 
6.182 
2.716 

2.441 
1.713 

9.398 
61.042 
26.710 

1.49S 

87 
6.488 
18.226 

802 
12.920 



3.054 
7.129 

1 

9.292 
122 
5.27S 

4.834 
297 
10.441 

2.115 
3.194 



716 
7.377 



198 
571 



188 

735 



1.967 
213 

2.232 
8.409 
642 
19 
31 



697 
2.109 



136 
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A?P£I01X TASIE 12. PCftSOtU l KALTH PROGRAM EXPCkOITURES Cf SUTt «AITH AgKCIES . tV PROGRAM CMIWI. FISCAL TEAR 19M 



SUPPOftTiRS KANOI- 

STATES TOTAL PCftSOMAL KATERNAL CAPPED C0M«X1CA$IE 

AJO PtRSOWl HEALTH AKO CHILD CHILOfiEX'S DISEASE CtNTAL 

TlRRItMIES HEALTH SERVICES HEALTH S£;iYlC£$ CCflTROt «ALTH 

(1) (2) (3) (4) (5) (6) (7) 



ffiNTAL <ALTK, 

ALCOHOL SKA. OTHER 

CHROHIC AKO OPERATED P£»SO«Al 

DISEASE DRUG ASuSE IHSTITUTIOHS f«ALTH 

(8) (9) (10) (11) 



TOIAL 

KE6I0W I 
— tWSTCTlCUT 
MAINE* 

KASSACHOSEUS 
¥SM HJUVSMIRE 
RHOOe ISIAXO 
VERMONT 
>E6I0W II 

KEV YORK 
PUERTO RICO 
VIRGIN ISIAKOS 
RE6I0W HI 

DIST. or COL. 
KARTLUO 
PEKXSnVANlA 
VlRGlKlA 
VEST VIRGINIA 
REGICH U 

FLCRIOA 
GEORSU 

UKTuccr 

MISSISSIPPI 
NORTH CAROL IKA 
SOUTH CAROllKA 
TEWCSSEE 
REGION V 



Sl?0,979 SI. 495.083 



(thousands of dollars) 
SI*g.8S4 S37.378 Sl89.1?9 S278.522 



S936.$63 $24M?3 



32.178 

111.784 
8.461 
14.033 
11.931 

74.120 
259.294 
270.488 

35.738 

23.065 
73.300 
329.922 
155.635 
90.159 
96.280 

35.627 
109.767 

77.587 
140.808 

56.794 
106.943 

81.862 

79.605 



110 
426 

7S0 
308 



837 

110 

516 
3.486 
9.819 
1.164 
10.536 
710 

1.082 
4.086 
2.503 
1.670 
5.624 
3.655 
13.496 
4.977 



19.284 

18.888 
5.827 
7.848 
8.298 

26.582 
85.967 
44.511 
5.370 

4.356 
8.495 
30.466 
66.152 
51.765 
16.831 

28.849 
72.335 
50.678 
36.860 
39.093 
68.908 
49.796 
48.857 



*.963 

4.673 
1.155 
576 
841 

4.298 
1.2S0 
2.207 
252 

1.071 
1.697 
7.392 
12.541 
4.768 



7.030 
6.889 
2.757 
8.197 
5.334 
7.545 



1.S68 

5.213 
327 
»4 
540 

3.983 
2.943 
4.211 



277 
2.473 
4.543 
6.975 
3.748 



4.299 
12.540 
2.570 
3.173 
5.976 
3.440 
2.365 
6.882 



248 
253 
285 
751 

227 
671 
537 



565 
1.648 
1.506 

186 
4.667 

752 

575 
3.454 

982 
728 
618 

2.253 
296 

3.720 



950 
450 
926 
153 

2.974 
13.418 
1.879 
138 

456 
118 
36.816 
11.753 
922 
21.302 

822 
9.297 
5.969 
2.618 
2.724 
5.562 
6.312 
2.013 



21.637 
18 



11.062 
1.894 



25.331 
33.463 
36.853 



5.io: 

58.160 



92.038 
163.42r 
26.98! 

15.55: 
23.882 
187.11 
6.77: 

52.71 



5.094 

71.918 

6.705 
3.41 



ILLIKOIS 


53.058 


176 


43.729 




1.316 


484 


2.832 






4.522 


INOIAM 


23.867 


1.999 


17.532 




1.121 


1.251 


1.697 






267 


NICHIGAK 


143.551 


249 


55.130 


21.463 


4.404 


336 


3.186 


32.896 


12.850 


13.137 


NIKXESOTA 


26.910 


1.328 


19.761 


4.231 


1.07o 


74 


440 








OHIO 


76.288 


2.420 


51.695 


6.057 


3.665 




1.894 


8.654 




1.903 


W'SCONSIV 






















REGICM VI 






















a;;uksas 


28.850 


3.522 


20.922 




3.725 


47 


551 


39 




44 


LOUISIAM 


73.497 


2.059 


51.731 


9.866 


6.926 


344 


1.957 






616 


KEV KxICO 


62.173 


648 


9.055 


2.072 


1.732 


636 


783 


1.722 


45.515 


9 


OUASCMA 


38.785 


1.580 


22.896 




2.555 


396 


3.307 


7.216 




836 


TEXAS 


153.218 


7.281 


67.693 


23.725 


14.251 


1.815 


17.964 




12.989 


7,500 


REGION VII 






















20.397 


3.9IS 


14.027 




814 


378 


1.063 






192 


rANSAS 


15.339 


1.512 


10.292 


2.042 


815 


64 


391 






224 


MISSOURI 


57.252 


1.416 


28.012 


6.997 


1.974 


637 


1.700 


20 


16.471 


25 


NESRASXA 


10.647 


1.220 


7.065 




650 


195 


1.335 






182 


REGION VI i I 




















COLOUOO 


36*664 




16.389 


4.504 


1.651 


680 


734 


11.986 




720 


M03ITANA* 






















NOtTH MKOTA 


6.827 


244 


5.546 




454 


96 


lis 


371 






SOUTH DAKOTA 


9.837 


3.218 


4.071 


787 


572 


23 


13 


1.153 






UTAH 


14.784 


469 


8.5<9 


1.913 


626 


191 


881 


74 




2.082 


VrOMlKG 
REGICM IX 


8.878 


2.668 


2.624 


2.251 


191 


349 


558 






237 


85.03L 


2.576 


19.606 




2.276 


359 


624 


23.980 


32.040 


3.373 


CALIF^^NlA 


232.991 


1.125 


157.8S9 


47.059 


7.685 


1,550 


8.867 






8.845 


KAVAII 


123.626 


4.426 


10.184 


1.248 


2.123 


802 


6.676 


14.590 


82,976 


601 


NEVUA 


10.930 


640 


6.001 


3.153 


599 


400 


109 






27 


AMERICAN SAMOA* 










































NO. WAltM, IS.* 






















TRUST TERRlTOftf 
REGION X 
AlASU 


11.512 


39 


552 


313 


31 


673 


61 


5 


9.836 




17.155 


7.S21 


4.978 


1.842 


1.821 


54 








939 


lO^MO 


12,183 


380 


6,774 


1.358 


742 


186 


491 


2.253 






OREGON 


17.111 


457 


13.464 




1.167 


98 


213 






1.712 


WASHINGTON 


35.259 


645 


22.731 


5.315 


1.815 


331 


2.220 






2,201 



2.000 

1.8SS 

2.719 
1,033 

12.732 
62.170 
37,657 
899 

272 
6.171 
18.803 
13,234 
13.753 



2.961 
7.855 



8.223 
848 

5.e' 



* Ti^ MlK HEALTH AGENCIES IN AMERICAN SAMOA, GUAM, MAINE, MONTANA. THE NORTHERN MARiANA iSLANOS. ANO WISCONSIN OlO NOT REPORT 
TO T>C ASTHO FOUNDATION FOR FT 1982. 

NOTE. T« TATA IN THIS TABLE RELATE ONLf TO EXPENDITURES Of OfFIClAL STATE HEALTH AGENCIE. . THE PUBLIC tfALTH ExPENOlTWES Of 
OTHER AGENCIES SUCH AS SEPARATE KENTAL HEALTH AUTHORITIES. ENVIROl»£NTAL AGENCIES. ANO HOSPITAL AUTHORITIES ARE NOT 
REFLECTED IN THE ASTHO FOUNOATION'S DATA BASE. 

SOURCE: ASTHO FOUNDATION. 1040O CO((NECTICUT AVENIX. XENSINGTON. K> 20«95. 
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MATtnM. 

tOtllO MTUQM. 
OTAL « 0(110 

mSA OUXT UXXX MM.TH 
MO CONDUa OUXT (TtTU V, 
WOS 1/ (n J7-3S) SSAJ 
1» »> » (4> 



KkYlCtS 

M.IIO AND LCAIKIASO 

Disttuo rAm ttwTic 

uima cxiiMu roisoNtMc piscasc fmilt 



'JWi.'u. jioT. (Tmi X. ($cc. j», 



SSA) S») 
IS) ti) 



hUA) 
OOl 













mAi_ 






SI (,093 


J7x9*2 


ALAIJM 




7.994 


3$2 




MASU 


923 


(07 


245 






3.209 


2.504 


498 


2 




3i8$0 


2.1(4 


• 




CALirOMII 


U.393 


17.775 




430 


CaOMM 


1.710 


4.228 




333 


CCMOtTiaT 


3.SftS 


2.SS3 


459 




OOWAtf 


i:m 


1.323 


12 


3 


OIST> OF CCL. 


S.9W 


S.W 




- 


flOtIM 


1S.70C 


10.9$7 






tfOKIA 


13.7N 


10.32$ 


20 




NAMII 


2.8)0 


1.288 


ISO 




tOMO 


2.(M 


1.84S 


14 




lUIHOlS 


t.02S 


S.023 


73 


■ 


« llOIAU 


4,4«9 


3.S99 


308 




lOMA 


2.9&3 


1.932 






KANSAS 


4,S}9 


3.134 






KXTUOCT 


I0.22S 


t.TOS 


419 




LOUISIAXA 


10.S40 


7.SSS 


2(3 


■ 


MtK* 








MUTIMO 


12.4SS 


8.04S 


782 


(49 


HASSACMStnS 


8.079 


7.134 


1(9 






17.S7t 


12.419 






RimesOTA 


S.S4S 


S.tM 


4 


88 


RISSISSIff I 


I.S82 


S.t93 


47( 


- 


KlSSOUil 




7.fZV 


* 


■ 


ICMTAJtA* 










KUASU 


2.912 


1.&3t 




* 


ICVACA 


1.790 


838 








2.SU 


1.473 




134 


ICW JttSir 


11.036 


t.843 






MCMNaiCO* 










m Ttxx 


" 28,247 


11.(05 


7.833 


3.087 


NORTM CAXOLIKA 


14.1M 


9.421 


2S3 




NOKTM CM07A 


1.214 


131 


315 




OHIO 


IS. 720 


11.S48 






auwom 


3.7S9 


1.829 






OKtCON 

KmsmAMU 


4.200 
18.(7? 


3.191 
14,238 


14 
471 


$80 


RMOOC IStAtO 


1.H9 


1.12C 


9 




S0(m4 CAJtOLIMA 


10.429 


4.7(1 


179 


2.027 


sam MxoTA* 












8.81S 


4.7(9 






TIXAS 


23.277 


14. US 


$08 


51 


UTMI 


S.2)2 


4.088 


223 






1.806 


1.100 






vmtNU 


9.724 


S.M1 


4SS 


245 


UASMtKTON 


9.28S 


(.177 


474 




HUT <tl«IIIU 


S»S00 


3.S10 


84 




HISCONJIM 


s.in 


4.(29 








1.439 


(7( 


297 


298 


M«tlC;jl SAMOA 


4«4 


20« 






GUAM* 










NO. miux is>* 










ruuTo tico 


U.229 


9.188 






TWrtT rtWHTCW 










VIKIM ISIANOS 


1.332 


S«3 







NATIONAL 
HCALTM 
rUMINS 8 

itcsoutcis 
DcvELOncia 
ACT (n 

93^41) 

(111 



CTKCt 
KtSA 
(12) 



(U)o«s«»i» of 4011 tr* I 

S 1.W tm is.w us.zoi 

3.174 
- 1.575 



r4.009 S1_4.061 



129 
187 







755 


233 


1.381 


135 


■ 


- 


2(7 


21 




433 








273 








208 




4,438 


312 


2 




■ 


3.437 


- 




14 


70 


771 


- 


♦42 


71 


43 


$01 




269 


13 








875 


13 








373 


- 


«4 


781 




203 








99 


351 






2.542 




240 


12 


3M 


2.279 


- 




118 




2 094 




273 


440 


277 












5.084 






74 


1(3 






79 


25 




2,39l' 






21 


3M 






177 














75 


787 


132 


204 


20 




198 




91 




10« 


449 




338 


13 


539 


1.881 




457 


1.117 














3.851 




1.448 


224 


315 


3.8S1 


189 




113 




447 










2.99$ 




710 


U7 


$« 


1.500 


107 




247 




994 








300 




512 


(19 


1.097 


124 


275 




421 


20 


248 


2.(49 


22 


315 


124 












249 


2.844 






951 


311 


7.457 


40 


745 






493 




372 


38 


27 


330 




345 


$ 


173 


2.443 




545 






2.063 




274 


297 




920 




380 


1.403 








344 


27 








148 






42 




217 


























200 


i,a7 


1,19? 


4.038 














73 




81 


414 



WKiltO A*Ott UCU nt AtWCT THAT A»HllJTtMO IX« AS rA«T » TK 8lOa OWTS. AS FAST OF TKt 8l0a WXJ AM 

• {&.saiSW !SSi'?o'f«'^fJ?;5;^^^ • ^ ««™ «o t« T««sT 

n? ^0 tXKJOinJttS OF OfTlClAl STATE t«ALTM AfiCXICS T)C Mm tc KtALTM rvvnomtft tw 

KflECTlD IM TM. ASTHO FOIMOATICM S OATA Wt, ^mjm..^^, nt^iir*. Miimwuiw »w* wti 

SJS^ ilTSSuil^i? SSr^StSil^J,* i'" Ca ItSS TXAB SSOO; E . ESTIKATtO 8r TW ttSFOCOT. • QATA 

KfOWtfi AS W08TA1KAIU 8T TW ttSMCCXTj C • OATA FOft THIS ITDI «*4 CCMIKCO WITH ttW«T INS OF ANOT«« ITOI. 

SWSCt: ASTHO FWCATICN. 10400 COMOaiCUT ATENUC. KtHSINCTON. KAmAND 20895. 
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fgrOOXt T«U 12. fOSCM L «ALTH ftOGRW EXTOClTUttS CF CTATE HEALTH AfiDClES. IT PttOUH CATEfiOlY. fISCAt ttW 1«M 



AM) 

») 



TOTAL 
PCftSOMAL 
KEALTH 
(2) 



SWfMTlNS 
PEKSOKAL 
>CALTH 
SCRYICCS 
(3) 



HATCKXAL HMICAPKO CCWIMlCMLC 

A» CHILD CTlLOttH'S DISEASE OOCTAL CHROMIC WTTAL 

«ALTH SarlCES COWROt HEALTH DISEASE HEALTH 

($) (6) <7) (8) (9) 



SHA- 

ALCOHOL OPCXATCi) OTHEK 

I OKUG INSTI. PERSOMAL 

A8WE TUTIOICS HEALTH 

noi 01) nz) 



(UiOUMndt Of dolUrs) 



Hik ^3,968,005 $ 16S.<0S $ 1.700.0S7 tt*7.572 $1*S.47S $40,112 $ 205,760 $I01.W $210.637 $9_X.1S< $235.790 



ALABAMA 
ALASKA 

A»AMSAS 
CALIFOMIA 

CaORAOO 

COttCCTlCUT 

KLAlUfiE 

DiST. OF ca. 
aoiti&A 

GEORSIA 

HAMAII 

IDAHO 

ILLINOIS 

UOIAMA 

ICUA 

XAXSAS 

KCNTUCXT 

LOUISIAtU 

KAIIC* 

KAATLANO 
KASSACKUSZTTS 
MICHIUX 
NIWCSOTA 

Mississim 

HiSSQiltl 
HMTAXA* 
ICMASXA 
ICVAOA 

m KAWSHIRS 

ICM JERSEY 
»CU|CXIC0* 

m T0» 

NORTH CAROLIKA 
NORTH OAJCOTA 

OHIO 
(XLAMNA 
ORCCON 
KNKSnVANiA 
RHODE ISLAM) 

SOHH CAROLINA 

SOUTH OAXOTA* 

TINMESSEE 

TEXAS 

UTAH 

VERHOKT 

VIRGIKIA 

MASKINSTQN 

VEST VlttlNiA 

MISCONSIN 

MTONlNfi 



41.S29 
19.232 
83.S62 
3U$96 
293.8$7 

41. 7n 

33.091 
2S.S47 
71.28S 
130.742 

77.S4« 
137.564 
13.713 
60.159 
20.737 

2$.713 

i$.6n 

IM.SSS 
84.076 



978 
8.973 
2.002 
$.968 
1.S56 

1.467 
633 
12.$22 
2.950 

1.916 
4.779 

327 
U 
1.369 

9.403 
941 
1.482 
2.348 



374.803 
138.770 
1SS.622 
28.07$ 
61.3$1 

55.018 

11.492 
11.095 
9.940 

68.765 

283.319 
109.458 
6.809 

91 .297 
47.637 
19.056 
165.401 
14.267 



11.303 
414 
941 
1.124 
7.104 

978 

1.535 
665 
829 



2.113 
3.718 
268 

2.660 
1.299 
458 
810 
683 



81.483 15.803 



82.910 
182.128 
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* T>C PUBLIC H£ALT>' AGENCIES IN GUAM. MIKE, HONTAXA. NQI »CXICO. 
TERRITORY DID NOT REPORT TO TW ASTHO FOUNDATION FOR FY 1983. 



THE NORTHERN KARIAKA ISLANDS. SOUTH DAKOTA, AND THE TRUST 



'^^^ TO EXPENDITURES Cf OFFICIAL STATE HEALTH AfiENCIES. THE fUBLiC HEALTH EIPEMOITURES Of 

SOURCE: ASTHO FOUNDATION 10400 COIMECTICUT AYENUE. KENSINSTCN, MARTLANO 20895. 
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X/ IMC OmimS KCOWIIIATIOM ACT Of 1982 (n 97 35} CtUItO StVltAL tlOOC OUKT NCCKAIISHS frffCTIVI AT ThC tfCIMIIIfC Of XH 
tmiAl nSCAL TIA< 1««2 (OCTOtt* 1, 1981) OUHTS tUT WH A£MUISt|fttO 8T Cmt ftMlAl ACtKT AS UKCOKICAi fUHOS UC 
TIAASrillfO TO AMOTMCt riOtlAl ACCHCT AS fM Of IMC IIOU OUNI All l|K*ttO ASOVC UNOf« THC ACtMCT IKAT AMIHISTftfO IMM 
AS fW or TKC liOOC OUXtSt 

• Tkt n»lIC MUlTH ACtHCtIS IR HAtKI, KASUCMUSCIIS, NMTAHA, NCU MRICO. OtllO, SOUTH OACOTa. WtSCOWSIW, AMCttCAV SAMOA, AhO 
OUM DID MOT HKkX TO TKC fUtllC WAIIH rOUMOAIIOH fOI IT IW. 

MOTIt IMC DATA IK THIS TAAll IIUTI OHLT TO CmiOIOtlS CT OrrtCIAL STaTI MtAlTH ACtHClfS TM n»llC MAITH imNOlTutfS OT 
OTWI ACtMCItS SUCK AS UrxiATl NCHIAl HCALIR AUTMOtllllS. IKV'KMMCHTAL ACtHCKS. AND NOSflTAL AUTMMITIfS **l MOT 
tfFlfCTtO IR TmC tlWIC MAiTH IOUMOATION'S OAIA IAU, 



wutcfi ruttic kcaitr rawATiOH, 1220 L sii(ii« 



, SUITE 350. MSIIKTOH, O.C. 20005. 
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SL'iJTIi'LII^^IILi^y'" «««C»WiTTl. MCWTAIU. WU ^ICO. OMIO. WUTK DAKOTA. UliCOMtlM. AMClICAN SAHOA. AND 

W«l DIO NOT UKMt TO iHt WtLIC ftXJMOATICH FOft IT 1984. "^"i"- w 

tCFiecTco i» iMi njwic nmm rowATion'i data u«. jwi-wjh" m wt 

SStS !?SJ;!».«r.?J3 ?!.*?r5ilii ' • " ^ • "tihaico it m uvo»tHii u • data 

At (MOttAIIUiLe IT TW ies»«CliT; C • OATA FOft TKIl ITEM UAl CCNIIUO UlTH ICMftTIK Of AilOT«t ITW?^ 
MIK NCAIII fOUWATlON. 1220 I tllCei, «,W., SUITE 350, UASMIKTON, O.C. 2000$. 
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